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HYPERTHYROIDISM —: IRA W. ROSE, M.D. 


Therapy which includes 


ULTRAN 


(Phenaglycodol, Lilly) 


improves 82% of patients 
with insomnia due to anxiety 


300-mg. pulvules; usually 1 t.i.d. a 


200-mg. tablets; usually 1 q.i.d. Frit 
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“Since we've had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn't have believed it possible 


a month ago.” 


oral TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


organomercurial 
diuretic 


24858 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

‘ Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


AND 
DURING SURGERY 


The Burdick TC-10 Telecor* Cardiac Monitor provides contin- 
uous audible and visual indication of heart rate and rhythm. 
The “beep” sound signal may be made audible to the entire 
surgical team or to one member only, by earphones, as desired. 


AN EXTRA 


The pocket-size Telecor has a power supply of only 3 volts, well 
below the maximum allowable and explosive atmospheres. Uses 
two long-life batteries, easily replaced. Why not write for 
complete information today on the new Burdick Telecor? 


*Based on the Cardiac Monitor de- 
signed by Dr. John Severinghaus, 
Price $165. “Management of Patients During 
Hypothermia,” Anesthesia and An- 
algesia, pg. 24, February, 1957. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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CHEMOTHERAPY PLUS FLORA CONTROL 


» / Destroys Vaginal Parasites 


Floraquin 


Protects Vaginal Mucosa 


Vaginal discharge is one of the most com- 
mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Déderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favers re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 


This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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Lunroll Now! 
for the New Group 


Major Hospital Policy 


and 
or 


OQ 


Business Expense Policy 


Covers your office overhead while you are disabled 


WS 


approved by 


The Medical Society of North Carolina 
for Its Members 


— Write or Call — 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
J. C. Murphy John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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"It happened 


at work 
while he 
was putting : 
ctl FOR PAIN 4 
something" odar 
of 
"He told 
Mom his 
LASTS LONGER 
usually for 6 hours.or mo 
fire" MORE THOROUGH 


permits uninterrupted sleep through the. 


RARELY CONSTIPATES 
cellent for chroni : 


"He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST I 


ry ENDO Laponaron! 


HURT HIC BACK REAL BAD 
a 
44 New “demi” strength permits dosag flexibility to 
each patient's specific needs. PERCODAN-DEMI provides 
be habit-forming. Available through all pharmacies. ane 
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18 a factor 


CAPSULES contain 250 mg, 


¢quivalent (phosphate-baffered) 230/000 


‘waits Nystatin. ORAL SUSPENSION Acherry- 


mint flayored) Bach 5 cc. 
125 mg. tetracycline HCl equivalent 
phate-buffered) and 125,000 


posaer: 
Rasic oral donage:(6-7 


per day) in the average adult is 4 


te 1 Gm. of AchRoMYCIN Mo 


ACHROSTATIN V combines Acnromycint V 
,., new rapid-acting orai form of AcCHromycint 


Tetracycline... noted for its outstanding : 
eflectiveness agilinst more than 50 different infections 
... and NYSTATIN... the antifungal specific. 
ACHROSTATIN V provides particularly effective 
therapy for those patients prone 


monilial overgrowth during a protracted course 


antibiotic teatment, 


VI 
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\ 
Combines ACHROMYCIN V with NySTATIN 
| 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. Lederte 
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ethically promoted 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 
Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 
Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 
Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic i 
douches, 
Supplied in 8-oz. containers, 2 teaspoonfuls in 2 quarts of warm water, . 
douche as prescribed. 

Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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How to Sriewde 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1% grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Orug tnc. 


1450 Broadway, New York 18, N. Y. 
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a more 
effective 
nasal decongestant 


NAD 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


Sor prompt, | Realistic dosage of the potent vasoconstrictor, 
more complete, phenylephrine hydrochloride, combined with the 
day-an d-nig of in the dependable maleate... 

for mutually enhancing, oral efficacy in 
common cold clearing stuffy nose, combatting allergic turgidity, 
nasal allergies draining clogged sinuses, relieving postnasal drip. 
Sinusitis | patients breathe easier, 
feel so much more comfortable 


in in 
NADEC provides | each tablet | each TDC* 
Phenylephrine HCl U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


*Timed Disintegration Capsule affords up to 8 hours relief. 
DOSAGE: | to 2 tablets p.c. Children 1 tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY : NewlLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America * Founded 1824 


4 
é 
: 
— 
: 4 
: 
¢ 


July, 1958 


ADVERTISEMENTS XI 


Hospital practice of infant feeding 


Standard formulas for FEEDING REGULATION 


Underfeeding is a common cause when infants 
fail to gain and thrive. In the earliest stage, when 
caloric intake is inadequate, the infant cries after 
feeding, remains constipated, and the restless- 
ness from hunger is mistaken for colic. A changed 
or weakened formula appears to be indicated. 

But clinical studies show that a young infant 
requires a formula of 2 ounces of whole milk (40 
calories), a teaspoon of Karo Syrup (15 calories), 


and a half-ounce of added water per pound of 


WHOLE MILK FORMULAS 


Whole Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. Tbsp. 0z. 24 Hours Calories 
Birth 10 10 2 3 6 320 
1 12 13 3 4 6 532 
2 15 13 3 412 6 480 
3 17 9 3 S 5 520 
4 20 11 312 6 5 610 
5 23 11 4 612 5 700 
6 26 10 4 7 5 760 
EVAPORATED MILK FORMULAS 
Evaporated Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. Oz. Thsp. 0z. 24 Hours Calories 
Birth 6 12 2 s 6 380 
1 8 16 3 4 6 532 
2 9 14 3 4 5 576 
3 10 15 3% 5 5 650 
4 12 18 4 6 5 768 
5 12 21 4 612 5 768 
6 13 22 4 7 5 812 


body weight per day. Of the total calories, a suc- 
cessful formula yields about 15-20% in protein, 
50-60% in carbohydrate, and 25-35% in fat. 
Whole milk must be reinforced by adding 5% to 
10% carbohydrate (1) to provide protein-sparing 
effect which permits protein anabolism instead 
of energy production; (2) sufficient calories for 
tissue formation; (3) proper utilization of fat; 
(4) suitable acid-base relationships in the in- 
testinal tract and (5) adequate weight gains. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 


& CORN PRODUCTS REFINING COMPANY 
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probably the easiest-to-use x-ray table in its field 


Instant swing-through from fluoroscopy ontal, vertical, interme: Choice of rotating or 

radiography (and vice versa). Self-gui or Trendelenburg posi- stationary anode x-ray 

ing to correct operating distance Nothin Equipoise handrock tubes. Full powered 
match up... you do it without leav quiet motor-drive). TOO ma at 100 KVP. 
table front. 


certainly the simplest automatic x-ray control ever devised 


| sacrum ey Any 
SPINE 
know why? look . . . 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button — 


B That's all there is to it. No time, KV, or MA adjusting to do. 
te No charts to check,ino calculations to make. 


viously as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige “‘look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


CHARLOTTE 4, N.C., 1707 East Seventh Street Durham, N.C., P.O. Box 994 
Winston-Salem, N.C., 1016 Vernon Avenue 


| 
=" 
| 5... 
hondsome 
anatomatic 
diagnostic x-ray unit ———— 
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“It has a high degree of clinical 

safety... It is considered 
to be the preferred antimalarial 

drug for treatment of disorders 
of connective tissue, because 

of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate.’ 


’.. . Plaquenil is decidedly less toxic and better 
tolerated by the average patient, even in high 
; dosage, than is chloroquine.’ 


CH, 
NH-CH-CH,(CH,),N(CH,CH,), 


ATABRING® | b> 


the least toxic of its class...” 


HY OROCHLORIDE 


ARALEN 


- PHOSPHATE 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets). Plaqueni! sulfate daily. vite ee 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. Write for Bookle 
suppusp: Tablets of 200 mg., bottles of 100. ) ath 


REFERENCES: 
Scherbel, A.L., Schachter, and Harrison, J.W.: Cleveland Clin, Quart. 24:98, Apr., 1957, Atebrine (brand of quinacrine), Aralen (brand of chloroquine), 


Schock, A.G., and Alexander, L.J.: The Schoeh section, Bul:. A. Mil. Dermatologists 5:25, Nov., 1954. and Piaquenil ¢ f hydre 
juenil ¢brand ef hydroxyehloroquine) 
Cornbieet, Theodore: Arch. Dermat..73:572, June, 1956. trademarks reg. U.S. Pat. Off 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166:129, Jan. 11, 1958. 


“.. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. "DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Drurit is a trade-mark of Merck & Co., Inc; 


MERCK SHARP & DOHME ivision of MERCK & CO. INc., Philadelphia 1, Oo) 


quickly 
Distention 
Discomfort 


ANY INDICATION FOR DIURESIS IS AN INDICATION / FOR "DIURIL' 


| (EDEMA) 
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See anybody here you know, Doctor? 


AMPLUS:* 


for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


I'm just too much 


STIMAVITE® 


stimulates appetite and growth 
vitamins B,, B,;, By, C and L-lysine 


I’m too little 


OBRON: 


a nutritional buildup for the OB patient 


OBRON: 
HEMATINIC 


when anemia complicates pregnancy 


I’m simply two 


NEOBON: 
And I’m getting brittle 3 5-factor geriatric formula 


hormonal, hematinic and 
nutritional support 


ROETINIC* 


With my anemia, one capsule a day, for all treatable anemias 


I'll never make it up HEPTUNA®*® PLUS 


that high Zaz when more than a hematinic is indicated 
(Prescription information on request) 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


... Solve their problems with a nutrition product from 
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Specializing in yout patients’ 
HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid“ 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 


medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 


local 
AMERICAN 
HEALTH MEAD 
| INSURANCE) 
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Rapid acting... 
Sustained effect 


Anadol Tablets are designed to offer a balanced 
rational analgesic formula that will provide the 
maximum relief from pain possible without resort- 
ing to the opiate drugs. A glance at the formula 
indicates the balanced combination accounting for 
the rapidity of action and the sustained effect pro- 


duced by Anadol Tablets — without gastric dis- 
tress, blood dyscrasias, or other unwanted side 
effects. 
Phenobarbital 
Warning — May be habit forming Va gr. 
Acety!-para-aminophenol 2% gr. 
Salicylamide 3% gr. 
Hyoscyamine Sulfate 0.0004 gr. 
Atropine Sulfate 0.00002 gr. 
Scopolamine Hydrobromide 0.00008 gr. Available with 


V4 and V2 
Grain Codeine 


co., me 


Clinical Samples and Literature on Request 3317 
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Mazola* Corn Qil...a palatable food 


effective in the manage ent and control 


Extensive clinical tests show that when the rf IN COOKING OR SALADS | 


diet contains an adequate amount of Mazola Mazola Corn Oil is a superlative cooking 
Corn Oil, serum cholesterol levels tend to be oil as well as a delicious salad oil. 
normal...high blood cholesterol levels are Adequate amounts can be eaten daily— 
lowered, normal levels maintained. in a wide variety of salad dressings and 


in a great number of fried and baked 


Fortunately for both physician and patient, pase 


Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. ——— 
It becomes an enjoyable and normal part of | Mos ra 
the patient’s daily meals—no complicated or a 
special diet is required. Corn Oil is stable and dependable, pro- 
th f t ibe viding the full measure of cholesterol- 
easy and pleasant for your patients to follow. acteristic of corn oil. 
Nutritional authorities generally recom- 
mend that fats should provide no more than ECONOMICAL | 


EFFECTIVE 
Pure, clear, bland and odorless. Mazola 


30% of the total calories. In cholesterol-low- Mazola Corn Oil is sold in grocery stores 
ering diets from one-third to one-half of these throughout the country, is available 
fats should be unsaturated, such as in Mazola everywhere. Its comparatively low cost 
Corn Oil. makes it as economical as it is effective. 


MAZOLA* CORN OIL is a rich source of un- 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 


EACH TABLESPOONFUL OF MAZOLA CORN 
4 OIL PROVIDES NOT LESS THAN: 

Natural Tocopherols ...... 15 mg. 


CORN PRODUCTS 
REFINING COMPANY 


TYPICAL AMOUNTS PER DIEY 


For a 3600 calorie diet 3  tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 


of serum chole erol levels 4 
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in angina... 


€ Pern + ATARAX) 


TETRANITRATE) (BRAND OF HYOROXYZINE) 


ET. 9 For cardiac effect: PETN is “. .. the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two? For greater therapeutic success: In clinical trials, CARTRAX 


was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks .. . require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CarRTRAx “10” 

tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Division, Chas. Pfizer & Co., Ine. “20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 

" write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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ADVERTISEMENTS 


TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TrIAMINic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet tid. because of the 
special timed-release design. 


first—3 to 4 hours of relief 
from the outer layer 


then— 3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl ..... ................ 50 mg. 
Pheniramine maleate 25 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid médication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or 4% Triaminic Juvelet. 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark, 


Triaminic 


SMITH-DORSEY ¢a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 


| 

; a and other hay fever symptoms | 

AN 
\f 

| 


Investigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “‘. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


(730 mg./doy) | 


is 


in “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 


‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8; 1, September, 1957. 


MERCK SHARP & DOHME oivision of merck & CO., tnc., Philadelphia 1, Pa. MOo 


4 PENTOLINIUM ' 
200 
pressure | | 
Oo. 3 5 8 44 - 2 4 


INITIATE THERAPY WITH 'DIURIL', ‘DiuRit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
*DIURIL' is a trade-mark of Merck & Co.. Inc. : 


Smooth, more trouble-free management of hypertension with 'DIURIL' 
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9.-dimensional 
menopausal 
therapy 


manages both the psychic and somatic symptoms 
relieves emotional stress in the menopause 
and » eats somatic disturbances due to ovarian decline 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A PROVEN TRANQUILIZER A PROVEN ESTROGEN 
SUPPLIED: Bottles of 60 tablets. 


EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) ..............-...400 mg. 
dicarbamate 


Conjugated Estrogens (equine) 0A mg, 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest 
periods. Should be adjusted to individual requirements, 
Literature and samples on request. 
® 


Ww} WALLACE LABORATORIES, New Brunswick, N.Je 


CMP. 6671-38 


| | | 
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Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


FORMULA: 


DOSAGE: 


SUPPLIED: 


13. Sulzberger, M. B. 


14. Robinson, H. M., Jr.; Robinson, R. 


12. Arbesman, C, E.: New York J. sad 
Cohen. M@.M.: 11.8. Armed Farces M 


check of 
diarrhea 


Each 15 ce. (tablespoon) contains: 


Sulfaguanidine ............. 2 Gm. 
225 mg. 
Opium tincture ............. 0.08 cc. 


(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- 
ment; reduce dosage as diarrhea 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


Bottles of 16 fl. oz. 


TRADEMARK 


(| ithe | 


New York 18, N. Y. 


Exempt Narcotic. Available on Prescription Only. 


: New York J. Med 
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when eating moves outdoors... 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 


CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 


mucosa. 
Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 
CREMOSUXIDINE and SULFASUXIDINE MERCK SHARP & DOHME 

DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA; 


are trade-marks of Merck & Co., Inc. 


| 


12. Arbesman, C. E.: New York J. Med. ! 
13. Sulzberger, M. B.: New York J. Med. 
. Robinson, H. M., Jr.; Robinson, R. @ 


. Canizares, O.; Shatin, H., and Rosen ; 
Med. 55:3583, 1955. 

. Sternberg, T. H., and Newcomer, Va 
Treat. 6:1102, 1955. 3 

- Baer, R. L.: J. M. Soc. New Jersey 

. Lane, C. W.: Postgrad. Med. 18:218, § 

- Goldman, L., and Preston, R.: “Meti® 
son Ivy Dermatitis, to be published. 

- Mathewson, J. B.: New York J. Med. & 


Cohen, M. M.: U.S. Armed Forces M.@ 


BiBLIOGRAP! 
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- DESCRIPTION 5 mg. prednisolone, free alcohol, in each 
gram —nonstaining, water-washable base — 
exerts a therapeutic effect in presence of an 
exudate without being occlusive. 


supplied: 10 Gm. tube. 
Meti—T.M.—brand of corticosteroids. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


PACKAGING: MetI-DERM Cream 0.59%, 10 Gm. tube. 
“MET!” 
WHEN SCRATCHING & 


CTION IN TOPICAL CREAM Met!-DERM Cream 
tory, antiallergic action in the affected area, No system 
ention, edema and weight gain, have been reported wf 


j}—-HASTENS RECOVERY After local application oi 
; flatten and fade; edema, erythema and infiltration di 
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... acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and 
a short-acting antihistamine with a syn- 
ergistic sympathomimetic. It usually 
begins to combat symptoms within fif- 
teen to thirty minutes and eliminates 
them for as long as twelve hours. Thus 
you can give your hay-fever patients and 
other allergy victims remarkably com- 
plete relief on a dosage of only 2 or 3 
pulvules daily. 


**Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


ELI LILLY AND COMPANY e« 


Prescribe ‘Co-Pyronil’ in attractive 
green-and-yellow pulvules for adults; in 
tiny red pediatric pulvules or tasty sus- 
pension for children. 


Each Pulvule ‘Co-Pyronil’ provides: 
‘Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histadyl!’ 

(Thenylpyramine, Lilly) 
‘Clopane Hydrochloride’ 

(Cyclopentamine 

chloride, Lil 


INDIANAPOLIS 


65801! 
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Hyperthyroidism 
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RocKY MOUNT 


This presentation will omit certain typi- 
cal and well known aspects of hyperthy- 
roidism in order to concentrate on less 
readily apparent features which often 
give rise to diagnostic problems. The ra- 
dioiodine techniques will be given special 
attention; and emphasis also will be placed 
on certain physiologic aspects and labora- 
tory procedures on the premise that a more 
thorough understanding of the functions of 
the gland and the principles of the tests will 
help elucidate apparent inconsistencies that 
often occur in trying to correlate clinical, 
laboratory, and pathologic information. 


Physiology 


We know that the thyroid manufactures, 
stores, and releases the thyroid hormone. 
The raw materials used in the manufacture 
of the hormone are iodine and tyrosine. The 
gland takes up both of these substances. Al- 
though tyrosine is just as necessary as 
iodine, it is unlikely that a deficiency of this 
product ever exists. The other building 
block, iodine, constitutes a different story. 
It may be present in abundance, or it may 
be seriously lacking. A large portion that 
is taken up is bound into complex organic 
molecules, but an important fraction re- 
mains in the gland as iodide, and is said 
to be ‘trapped” in the “iodide space” of the 
gland. Iodine is a regulatory instrument of 
thyroid function, perhaps more important 
than the pituitary. A deficiency sets into 
operation powerful forces for conserving 
iodine, and excesses will inhibit the thy- 
roid. 

As a first step in the manufacture of the 


thyroid hormone, the gland combines tyro- 
sine with free iodine. Within the gland, 


however, iodine exists, not as free iodine, 
but as an iodide. Since this is true, free 
iodine must be liberated from the iodide 
within the gland. This is actually done by 
an enzymatic process in the acinar cell 
which has been labeled “peroxidase pro- 
cess” and will be referred to later in the 
discussion of the thiourea drugs. By enzy- 
matic oxidations within the gland, the free 
iodine and tyrosine go through several stages 
to form the final product, thyroxin. There 
has been considerable discussion and dis- 
agreement on the various steps in this pro- 
cess, even regarding the structure of the 
active hormone, which in the interest of 
simplicity we will call “thyroxin.” Thy- 
roxin then either enters the blood stream as 
the thyroid hormone, or is secreted into the 
lumen of the thyroid follicle to be stored 
as thyroglobulin. The stored thyroglobulin 
must be broken down before it enters the 
blood stream as thyroid hormone. This 
break-down is brought about by a pituitary 
hormone, known as the thyroid stimulating 
hormone (T.S.H.), or is inhibited by excess 
iodide. T.S.H. thus increases the rate of 
secretion of thyroid hormone, whereas 
iodide is the only known inhibitor of it. 

Once in the circulation, the thyroid hor- 
mone, carried by an alpha globulin protein, 
acts as a powerful stimulus to the oxidative 
processes in all cells of the body, account- 
ing for the familiar symptoms and signs of 
hyperthyroidism. The calorigenic activity 
of the thyroid hormone has not yet been 
explained, and its metabolic fate in the 
cells is still a mystery. 


Laboratory Diagnosis 
Since the history and clinical character- 
istics of the hyperthyroid patient are well 
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understood, we will proceed directly to the 
laboratory investigation of the patient. 


Basal metabolic rate 


Of a large number of diagnostic tests, 
three seem the most useful. The first is 
the basal metabolic rate (B.M.R.) Basically, 
this provides a means of comparing the heat 
production of the hyperthyroid patient with 
that of a normal subject. This measurement 
has been a bulwark in the laboratory diag- 
nosis of thyroid function for many years, 
but in many instances its results are inexact. 
Its drawback is that heat production is gov- 
erned by factors other than the thyroid; 
namely, the activity of the adrenal cortex, 
skeletal muscles, and smooth muscles, as 
well as age, sex, and amounts and relative 
proportions of fat, muscle, bone, and water 
in the body. While the thyroid hormone is 
the chief regulator of metabolism, varia- 
tions in the above factors may well account 
for errors in the correlation between the 
activity of the thyroid and the heat output. 


Other sources of error are technical, due 
to personnel and equipment, as well as 
physiological, arising from the patient, such 
as nervousness or failure to follow prepara- 
tion instructions. Various pathologic states 
such as obesity or thinness, pulmonary or 
cardiac decompensation, severe anemia, and 
fever may likewise give false results. 

The B.M.R. is still worth while, however, 
so long as these possible sources of error 
are borne in mind. The advantage of giving 
the test under Pentothal or other heavy 
sedation does not seem sufficient to offset 
the element of risk. 


Protein-bound iodine 

The second test involves the measure- 
ment of the precipitable or protein-bound 
iodine of the serum or plasma. It will be 
recalled that the active thyroid hormone, of 
which iodine is a constituent, is released 
in the circulation and carried by an alpha 
globulin protein, not as a fully independent 
substance unto itself. Without going into 
the complex subject of blood chemistry, we 
may consider that iodine exists in the serum 
in two forms: (1) inorganic iodine, in the 
form of iodide; (2) organic iodine bound to 
thyroxin. 

When the serum proteins are precipi- 
tated, thyroxin, being bound to a protein, 
is carried down into the precipitate; hence, 
the term, “protein-bound iodine” (P.B.I.), 
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or “serum precipitable iodine” (S.P.I.). 
The terms are used interchangeably to ap- 
ply to this fraction. Also, some of the in- 
organic iodine, which is not related to thy- 
roxin, is carried down. In small amounts, it 
can be washed away, leaving only the or- 
ganic or thyroxin-bound iodine for measure- 
ment. In this case the P.B.I. determination 
is a direct measure of the circulating hor- 
mone. If larger amounts of the inorganic 
fraction are present, as may occur if the 
patient has been taking iodide compounds 
such as vitamins, cough syrups, lozenges, 
and Lugol’s solution, or using suntan lo- 
tions containing iodine, it may be impos- 
sible to wash it away completely. This 
source of error can be eradicated by ex- 
tracting the serum with butanol, in which 
case it is possible to free the extract from 
all inorganic iodine. This is known as the 
butanol extractable iodine test, or B.E.I. 


On the other hand, if the patient has 
been given organic iodinated compounds, 
including dyes for radiographic visualiza- 
tion such as Diodrast, Skiodan, Telepaque, 
Lipiodal and Pantopaque, or such thera- 
peutic drugs as Itrumil and Diodoquin, 
there is no test to correct this source of 
error. Careful history taking or the pass- 
age of time is the only solution. The elimi- 
nation of these dyes may take anywhere 
from a few days up to six months, and in 
some instances they may remain at the site 
of injection and adhere to the serum pro- 
teins indefinitely. One should be alert to 
these possible sources of error at all times 
in evaluating the results of an S.P.I. or 
B.E.I. determination. 


Another error may occur if the patient 
has had a mercurial diuretic within 24 to 
48 hours. In this case, part of the organic 
iodinebound to thyroxin will be precipi- 
tated by the mercury, and washed away, 
resulting in abnormally low values. It is 
also well to remember that certain physiol- 
ogic and pathologic conditions not con- 
nected with the thyroid may affect S.P.I. 
and B.E.I determinations. For example, 
pregnancy, infancy, and old age, infectious 
hepatitis and acute thyroiditis may be asso- 
ciated with increased values, while de- 
creased values may result from thyroid 
medication, nephrosis, stress, nutritive dis- 
orders, cirrhosis, pituitary failures, and 
psychiatric disorders. The normal range of 
S.P.I. values is 4 - 8 micrograms per 100 


July, 1958 


cc., for B.E.I. — 3.2 - 6.4 micrograms per 
100 ce. 

From the foregoing, the precipitable 
iodine tests may seem unreliable; however, 
no perfect test defining the level of secre- 
tory activity of the thyroid has been de- 
vised. At present the S.P.I., or better the 
B.E.I., is the best available measure of thy- 
roid activity, and the most accurate clinical 
criterion for the diagnosis and management 
of thyroid function. 

Radioactive iodine 

The third important laboratory proce- 
dure concerns the use of radioactive iodine. 
At this point, I shall purposely digress for 
a few minutes to take a look at some of the 
basic concepts of radioactivity. 

All atoms consist of a nucleus about 
which, revolving in orbits, are electrons. 
All nuclei are made up of two particles, 
protons and neutrons. 

All atoms of a particular element have 
the same number of protons. Within limits, 
some atoms of the same element may have 
different numbers of neutrons. For example, 
the nuclei of all atoms of iodine contain 53 
protons, and nearly all have 74 neutrons, 
the sum of the particles, protons plus neu- 
trons, equalling 127. This is the common 
iodine we know and is referred to as I?2". 

Other atoms of iodine, however, have the 
ever constant 53 protons in the nucleus, but 
may have 78 neutrons instead of the usual 
74. The sum of the particles in this new 
atom is then 131, and this atom is referred 
to as I'*!, The I'*? and I'*! are said to be 
isotopes. 

In the case of I'*!, the excess of neutrons 
over protons causes the atom, or more spe- 
cifically the nucleus, to be unstable—like 
the heavy or overloaded nucleus of radium 
or uranium. In an effort to return to sta- 
bility, the nucleus breaks up and throws 
out protons and neutrons, streams of which 
constitute the alpha rays. Electrons are also 
thrown out in streams which constitute the 
beta rays. A third ray or emanation given 
off is the gamma ray. This is actually an 
electromagnetic radiation, different only 
from radio, infrared, and ultraviolet rays in 
frequency and wave length. These gamma 
rays represent the release of energy re- 
sulting from the nuclear disintegration as 
the alpha and beta particles are thrown 
out. This break-up and emanation of rays is 
known to us as radioactivity, and the alpha, 
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beta, and gamma rays can be detected and 
actually counted by special devices, the 
most common of which is the Geiger 
counter. 

We further know that in a given portion 
of I'*!, regardless of size, exactly one half 
of the unstable nuclei will have disinte- 
grated in eight days, leaving the other half 
still alive. Thus we have the term, “half- 
life.” In this instance the half-life of I'*' is 
eight days. In 16 days it is reduced to one- 
fourth, in 24 days to one-eighth, and so on. 

Radioactive iodine is usually administered 
to the patient orally, in small amounts, in 
the form of a liquid or capsule. The body 
handles this tagged, or labeled, iodine just 
as it does other iodine as regards its con- 
centration in the thyroid, attachment to 
the thyroxin molecule, circulation in the 
blood stream, and finally excretion. Follow- 
ing administration, counters or detectors 
may be used at various time intervals over 
the thyroid gland. In addition, samples of 
blood and urine or protein precipitates of 
serum are obtained at given intervals and 
the radioactivity of these substances is 
measured by radiation detection. From the 
results obtained, direct calculations, or com- 
parisons of calculated results are made and 
from these results interpretations are 
drawn indicating the state of activity of 
the thyroid gland. 

The great majority of hyperthyroid 
cases can be diagnosed from the history, 
physical and standard laboratory tests; 
therefore the I'*! tests should be needed for 
only a small group of diagnostic problems. 


Methods of testing 

Some of the more common tests may be 
briefly described as follows: one procedure 
has to do with uptake of radioiodine. The 
amount taken up compared with either the 
total dose given or the speed with which it 
is taken up gives information as to func- 
tion. The uptake levels are usually meas- 
ured at either one, two or 24 hours after 
administration and are known as the one, 
two, or 24-hour uptake tests. 

A second diagnostic technique is the I'*! 
release test, which determines the rate at 
which the labeled hormone is released from 
the gland. This is done by carrying out the 
S.P.I. procedures and measuring the ra- 
dioactivity in the precipitate. 

Specimens of urine can likewise be sub- 
jected to the counter, the amount of labeled 


: 

| 

| 


256 NORTH CAROLINA MEDICAL JOURNAL 


iodine measured, and interpretations made 
from these excretion figures. 

Lastly, localization techniques can be 
carried out in the case of discrete nodules. 
The uptake by the nodules can be compared 
with that of the remainder of the gland and 
may be of value in preoperative judgment. 
By such a test one may determine if the 
nodule is hyperfunctioning, or is relatively 
nonfunctioning, the latter suggesting car- 
cinoma. If nonfunctioning, the nodule is 
known as “a cold nodule.” 

It behooves us to realize that technical 
and physiologic reasons frequently account 
for abnormally high or low values and that 
decreases are more frequent than increases. 
Some of the causes of decreased uptake are 
inorganic and organic iodine access to the 
body (even iodized salt), the antithyroid 
drugs, thyroid therapy, estrogens, cortisone 
and other steroids, as well as acute and 
chronic thyroiditis. Causes of increased up- 
take, apart from the thyroid, consist of a 
decrease in the body’s stores of iodine, with 
compensatory hyperplasia of the gland. 
Another is delayed I'*' excretion due to 
renal or circulatory failure, in which case 
the isotope is available to the thyroid for 
uptake over an unusually prolonged time. 


Treatment 
Surgery 


After the diagnosis has been made, one 
of four modes of treatment are open. The 
first of these is surgery. Everyone is aware 
of the necessity for preparing the hyper- 
thyroid patient for surgery. In essence this 
preparation consists of the administration 
of iodine, antithyroid drugs, or both, with 
adjunctive measures, to restore the patient 
to a euthyroid state before operation. To- 
day, iodine administration alone may suf- 
fice in some patients but the use of the anti- 
thyroid drugs supplemented by iodine have 
yielded considerably better results. 

Among numerous antithyroid drugs, the 
ones most commonly used are propylthiour- 
acil and Tapazole. The administration of 
these drugs affects or interrupts the pero- 
xidase process. This, it will be recalled, is 
that enzymatic process in the acinar cell 
which liberates the free iodine from the 
iodide and thus makes it available for com- 
bination with tyrosine as the first step in 
the synthesis of thyroxin. Thus the syn- 
thesis or manufacture of thyroxine is 
blocked, resulting in less hormone for re- 
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action with body cells. Considering this 
mode of action of the thiourea drugs, it may 
be seen that the stored thyroid hormone, 
already manufactured, is not affected and 
consequently clinical and_ laboratory 
changes in the patient cannot be seen until 
the stored hormone is utilized. Thus the 
patient with the large adenomatous goiter, 
or the one who has stored large quantities 
of hormone as a result of previously admin- 
istered iodine will demonstrate a slow re- 
sponse. Dosage must be individualized; 300- 
600 mg. of propylthiouracil and 30-60 mg. 
of Tapazole constitute average daily doses. 

A word may be in order here relative to 
the dosage schedule. These drugs are so 
rapidly metabolized that frequent and—this 
is important—evenly spaced doses are re- 
quired for satisfactory results. 

The possible side-effects of these drugs 
are familiar. One of the more important is 
agranulocytosis, which occurs in about 0.2 
per cent of patients. It occurs so precip- 
itously, however, that routine weekly hem- 
atologic examinations seem useless. Mild 
side-effects may disappear, but when with- 
drawal of the drug is necessary, another 
antithyroid drug may be tried with caution. 
Potassium iodide or Lugol’s solution should 
be added, 5 drops, two to three times daily, 
and the two medications given for two to 
three weeks prior to operation. This iodine 
administration decreases the vascularity and 
friability of the gland and thus makes the 
operation technically much easier and safer. 
Along with the antithyroid drug and iodine, 
one is wise to apply all the familiar prin- 
ciples of thyroidectomy preparation. 

Determining the patient’s readiness for 
thyroidectomy usually causes no great prob- 
lem, but in a few cases the timing of the op- 
eration may be difficult. In general, the 
patient should be restored to a state of 
health commensurate with his age and any 
co-existing disease. All thyrotoxic symptoms — 
should be relieved, and the body restored to 
as near normal as possible. Those patients 
with diabetes, psychotic states, or cardiac 
complications should be given, if necessary, 
long periods of preoperative treatment. 

The surgical procedure consists of remov- 
ing a large portion—roughly four-fifths to 
five-sixths—of the thyroid. For reasons 
which as yet no one has adequately ex- 
plained but which have been proven by long 
experience, such a procedure returns the 
thyrotoxic patient to normal. Time does not 
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permit a discussion of the various opera- 
tive procedures with their possible compli- 
cations, or of the postoperative care and 
complications. Anesthesia is of primary 
concern, good exposure the best insurance 
against technical accidents, and constant 
observation during the postoperative period, 
even in the best prepared patients, is man- 
datory. 


Medical 


Apart from surgery, one has the choice 
of definitive treatment of the hyperthyroid 
with drugs alone. The mode of action, of 
course, is the same as that discussed in con- 
junction with the preoperative medication, 
and management is essentially the same. 
The difference lies in the fact that when the 
patient becomes euthyroid, instead of un- 
dergoing an operation, he is simply retained 
on the antithyroid medication. Uusually the 
total duration of treatment is about one 
year, at the end of which some patients 
apparently will have a sustained remission. 
There is a small group of patients, usually 
elderly with severe disease, wherein the 
drug therapy is instituted with no thought 
of discontinuing it at any future date. 


A third choice of therapy, though not in 
wide use today, is being considered strong- 
ly enough in certain cases to warrant men- 
tion — namely, roentgen therapy. Most of 
the limited number of patients being treated 
with it are those with recurrences follow- 
ing operation. With modern roentgen tech- 
niques, this method may find a more im- 
portant place in therapy than most of us 
might imagine. 


thyroidectomy 


The final method of therapy to be men- 
tioned is referred to as I'*! thyroidectomy. 
Recalling, the alpha, beta, and gamma rays 
given off by I'*', which are used to measure 
thyroid activity in diagnostic procedures 
with small or tracer doses, consider the ad- 
ministration of larger doses with the result- 
ant increased radiation. Basically, the 
action of I'*! depends upon destruction of 
thyroid tissue by internal radiation result- 
ing from disintegration of the isotope. Dif- 
ference in its use diagnostically and ther- 
apeutically is simply one of degree. The 
exact mechanism by which radiation brings 
about cell destruction is unknown, but, in 
effect the radiation knocks out an electron 
from an atom, causing ionization; during 
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this process chemical breaks occur which 
result in gross biologic damage. 

Radioactive iodine has been used thera- 
peutically since 1941, and results have been 
very satisfactory. Again it must be re- 
membered that, just as with the diagnostic 
use of I'*!, special apparatus and highly 
trained personnel are required to adminis- 
ter the drug and to follow and evaluate the 
patient. Calculation of the correct dosage, 
which is intended to prevent exacerbation 
of the disease and at the same time avoid 
making the patient hypothyroid, involves 
tedious and, we might add, somewhat in- 
exact calculations. The details of this prob- 
lem we can best leave to the radiologist. In 
general — and I emphasize, in general — 
treatment with I'*' is indicated for: 

1. Persistent or recurrent exophthalmic 
goiter following surgery, because of the 
technical difficulties and dangers due to 
altered anatomic land marks in repeat sur- 
gery. 

2. Exophthalmic goiter in patients past 
40, since at this age they are past the child- 
bearing age and will have nearly completed 
their life span before possible carcinogenic 
effects from the I'*' occur. 

3. The patient who cannot be prepared 
for surgery within 6 months. 

4. The patient who refuses or is refused 
surgery, usually on the basis of medical or 
emotional contraindications. 

5. The patient with malignant exophthal- 
mus, since progression of eye signs is 
thought to be less likely after I'*! than after 
surgery. 

is contraindicated for: 

1. The exophthalmic goiter patient under 
40, because of the possibility of resultant 
malignant change due to I'*'. 

2. Toxic nodular goiter, because it may 
harbor carcinoma at the time of adminis- 
tration. 

3. Very large toxic goiters, because they 
usually do not respond sufficiently. 

4. Pregnant women, because of danger to 
the fetus and, more practically, the danger 
of medicolegal litigation. 

5. The patient who is severely hyperthy- 
roid, since necrosis of follicular walls from 
radiation results in rapid dumping of hor- 
mone into the circulation, which may result 
in crisis or acute congestive heart failure. 

Possible unpleasant effects from I'*' in- 
clude radiation thyroiditis and tracheitis, 
worsening of thyrotoxicosis, hypothyroid- 
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ism, persistent or recurrent hyperthyroid- 
ism, and persistent goiter. 

Before leaving this topic, some mention 
should be made of the carcinogenic effect 
of radioiodine. Evidence indicates that the 
likelihood of carcinoma developing in the 
thyroid as a result of I'*! is remote but not 
entirely impossible. 

After going into each of these four modes 
of treatment, how are we to decide which 
type of therapy is best for our individual 
patient? There is complete lack of agree- 
ment on the indications for the use of the 
various therapeutic modalities for toxic 
goiter. On the basis of results of the various 
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methods of therapy, surgery and radioio- 
dine are currently the main stays of ther- 
apy in most clinics. Antithyroid drugs or 
iodides are used primarily for preparation 
for surgery. Roentgen therapy is limited to 
a few specific situations. 

In conclusion, I should like to stress the 
fact that, though large portions of this pa- 
per have been concerned with more or less 
complicated laboratory procedures and 
methods of treatment, laboratory proce- 
dures are adjuncts only to astute clinical 
judgment. Selection of treatment on an in- 
dividual basis is far better than any rules 
that can be laid down. 


Hirschsprung’s Disease and Pseudo-Hirschsprung’s 
Disease 
MARK M. RAVITCH, M.D. 
BALTIMORE, MARYLAND 


When Hirschsprung'!’, in 1888, made his 
initial report on the disease which now 
bears his name, he made a number of ob- 
servations which remain valid today. He 
pointed out that in both his patients diffi- 
culty with evacuation had begun at birth, 
that in both the colon was enormously 
dilated and hypertrophied, but that, despite 
this, in both the rectum was of normal or 
actually decreased caliber. He also observed 
that the mucosa of the dilated segment was 
ulcerated and inflamed, and postulated that 
this was the result of obstruction and the 
retention of fecal masses. 


True Hirschsprung’s Disease 

Diagnostic symptoms and signs 

In true Hirschsprung’s disease, if a re- 
liable history in the obstetric nursery is 
available, distention and constipation neces- 
sitating enemas almost from the time of 
birth will regularly be noted. The condition 
persists or progresses. Abdomens become 
large and protuberant. The costal margins 
flare. Fecal masses are repeatedly pal- 
pable in the abdomen. The children rarely 
pass stools spontaneously, and- then only 
hard scybala. Flatus, on the other hand, is 
passed with annoying frequency and in 
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large amounts. A successful enema yields 
huge quantities of feces, followed for per- 
haps a day or two by inadequate evacua- 
tions and then by obdurate constipation. 
Pain occurs, but is not common. Distention 
may be so extreme as, in infants, to cause 
death from respiratory embarrassment, 
with diaphragm so high that the diagnosis 
of eventration has been made at times. Re- 
peated hospital admissions are required for 
crises of constipation. With assiduous home 
care and regular enemas such crises may 
be made infrequent, but are rarely alto- 
gether eliminated. Incontinence does not 
occur, At times ulceration of the distended 
bowel, described and correctly interpreted 
by Hirschsprung as secondary to stasis and 
erosion by fecal masses, results in bloody 
diarrhea in the face of continued distention 
and palpable abdominal fecal masses. Ordi- 
narily, sphincter tone is normal and the 
rectal ampulla is empty. 

Despite the fact that many writers sug- 
gested that the disease was neurogenic in 
origin and that a number of papers de- 
scribed the absence of the ganglion cells of 
the myenteric plexuses in groups of chil- 
dren with congenital constipation, the true 
nature of the disease remained unclear 
until about 10 years ago. At this time 
Neuhauser and Swenson'2) demonstrated 
the characteristic radiologic appearance of 
the barium enema in Hirschsprung’s dis- 
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ease. They showed that there was invariably 
a normal-sized or narrow rectal segment 
and a dilated proximal sigmoid or descend- 
ing colon. Reasoning that this narrowed 
segment was at fault, Swenson‘) devised a 
method for performing an external anas- 
tomosis, quite close to the anus, in order to 
obviate the difficulties of a low intrapelvic 
anastomosis after resection of the rectum 
and distal sigmoid. The results were im- 
mediately striking and the operation has 
been widely accepted. When the operation, 
with minor modifications, was undertaken 
by Douglas Stephens and Denis Browne at 
the Hospital for Sick Children at Great 
Ormond Street, their pathologist, Bodian‘*?, 
reported that in the distal narrow segments 
which were resected, the ganglion cells of 
the myenteric plexus were systematically 
missing. 


Treatment 


The treatment of Hirschsprung’s disease 
is therefore now on a sound basis. We have 
a sharply drawn clinical picture, a patho- 
gnomonic radiologic finding, an invariable 
histologic finding, and a well conceived and 
effective operative procedure. It is, of 
course, possible to manage many of these 
children by a careful regimen of cathartics 
and enemas, but this seems hardly wise. At 
times, even with the most conscientious 
management, almost complete intestinal ob- 
struction results, and in infants this may 
frequently require colostomy. 


Our preference is for the Swenson type 
operation, but with this modification. In- 
stead of resecting the bowel and then pull- 
ing down the divided proximal end, we 
prefer to divide the mesentery of the bowel 
which is to be resected and then to intus- 
suscept this bowel through the distal bowel, 
pulling the entire intact specimen out 
through the anus. The bowel is transected 
close to the anal crypts and a two-layer 
anastomosis performed upon the extruded 
cut ends. This is done while the abdomen is 
still open, so that, if necessary, more bowel 
may be freed. Incontinence does not seem to 
occur, and since the dissection is carried 
close to the bowel, there is no need to antic- 
ipate the occurrence of sexual impotence in 
males, 

The knowledge that an effective surgical 
treatment is available has perhaps led to 
more frequent early surgical consultation 
in children with obstinate constipation. We 
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are more frequently asked for a surgical 
opinion relative to operation for Hirsch- 
sprung’s disease in children with some other 
type of condition than we are in children 
with true organic Hirschsprung’s disease. 


Classification of Pseudo-Hirschsprung’s 
Disease 
We have encountered four types of pa- 
tients referred for treatment of megacolon 
in whom the difficulty lies elsewhere than in 
the congenital absence of ganglion cells of 
the myenteric plexuses of a segment of the 
rectum, or of the colon and rectum. The 
four conditions found in these children are: 
1. Pseudo-Hirschsprung’s disease on a 
psychogenic basis in otherwise normal 
children 
2. Megacolon and obstinate constipation 
in mentally defective children 
38. Megacolon and obstinate constipation 
associated with organic anal obstruc- 
tion 
4. Megacolon and obstinate constipation 
in congenital cretins. 
Once the clinical pictures of these con- 
ditions are kept sharply in mind there 
should be little or no difficulty in diagnosis. 


Pseudo-Hirschsprung’s Disease on a 
Psychogenic Basis in Otherwise 
Normal Children 

This condition is far commoner than the 
disease due to absence of the ganglion cells 
of the myenteric plexus. These are the pa- 
tients still often classified as having “idio- 
pathic megacolon’). Discussions of the 
therapy are rare, and frequently it is either 
described as “extremely difficult to cure” or 
is totally neglected. 


History and diagnosis 

The patients characteristically present at 
the age of 3 to 4 years or thereafter. The 
history of constipation beginning in the 
third or fourth year or later is usually 
clearly obtainable. The pathognomonic give- 
away—almost regularly occurring and fre- 
quently forming the presenting complaint 
jointly with constipation—is fecal incontin- 
ence. Fecal incontinence never occurs in 
Hirschsprung’s disease, and its presence as 
a regular or recurring phenomenon elimi- 
nates the possibility of that diagnosis. In 
the group of children under discussion, dis- 
tention is moderate, as compared to the 
situation in Hirschsprung’s disease, or en- 
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tirely absent. Flatus is not conspicuous. 
Fecal masses are quite as large and hard 
as may be found in Hirschsprung’s disease. 
Abdominal pain is a common event. The 
peri-anal region is often found smeared 
with feces. The anus and sphincter are nor- 
mal, and the rectal ampulla is filled with a 
mass of feces, often filling the pelvis. 


The most superficial questioning readily 
elicits rich evidence of tension, hostility, 
and neurotic difficulties in parents and 
child. Oddly enough, while the mother is 
usually mortified by the encopresis, the 
child often appears to accept it calmly, 
matter-of-factly, without evidence of shame 
or agitation. This will obviously depend, to 
some extent, upon the degree to which the 
mother impresses her reaction upon the 
child and the degree to which the child has 
withdrawn into his shell. Quite often there is 
a sharp history of extremely early habit 
training. Some of these children “fought 
the pot” and successfully resisted such pre- 
mature attempts. Others appeared to sur- 
render gracefully and tractably, and their 
subsequent lapse into repulsive delinquency 
is all the more harrowing and perplexing 
to the obsessive mothers who took such 
pride in their earlier triumphs. 

Huschka'*), who has been interested in 
the psychiatric aspects of the problem, 
states that the infant shows its awareness of 
the need to defecate by physical signs such 
as grunting and wriggling, usually between 
the ages of 8 and 15 months. She estimates 
that “training” can usually be completed by 
the ages of 18 months to 2 years. In a 
discussion of coercive training methods, she 
mentions the premature institution of train- 
ing (infants can actually be taught a sort 
of reflex continence at two to three months), 
rigidity of schedule, unduly frequent place- 
ment on the toilet, employment of shame as 
punishment for failure, psychologic pres- 
sure by placing a “high love premium” on 
success, strapping the child to the seat until 
success is achieved, use of suppositories for 
stimulation, forcing a child to “speak up” 
and announce his wants when he is just 
learning to talk, and so forth. Threats, 
bribes, and punishment are obvious coer- 
cive methods. Huschka found that in a 
group of disturbed children whose primary 
problem was not constipation or encopresis, 
there were 30 who had a history of coercive 
methods and whose reaction could be re- 


liably elicited. Twenty-one of the 30 had 
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responded with constipation, loose stools, 
rage, incontinence, obsession with excessive 
cleanliness, and so forth. This type of re- 
sponse is natural and understandable. 

The encopresis in pseudo-Hirschsprung’s 
disease may vary from regular overflow 
soiling of the clothes when the child is final- 
ly unable to restrain defecation, through 
regular and complete evacuation into the 
clothes at long intervals, to bizarre habits 
of defecation about the house. It has been 
noted that many of these children defecate 
when standing, evidence perhaps of an un- 
yielding wish to avoid defecation. While it 
is often said that the encopresis represents 
failure of inhibition of defecation, it has at 
times seemed apparent to us, and presum- 
ably to the children at some level of con- 
sciousness, that encopresis represents as 
effective a weapon against authority as does 
constipation. 


Roentgenograms show a large, redundant, 
atonic colon which may well mimic Hirsch- 
sprung’s disease in regard to size and to 
quantity of retained stool. Proper studies 
will show the dilatation to involve the rec- 
tum and reach the anal canal. The narrowed 
segment of Hirschsprung’s disease is never 
seen. The diagnosis can usually be made on 
history alone. In some cases the reasons for 
fixing attention on the bowel are obvious 
and in others less so. Infrequently, biopsy 
of the rectal wall may be required to dem- 
onstrate the presence or absence of ganglion 
cells. The following cases are illustrative: 


Case 1 

A 5% year old white boy had had progressive 
constipation from the seventh month. He had had 
no difficulty until that time, had sat up at 5% 
months, walked at 12 months. Habit training was 
begun at 5% months and was said to be difficult 
because the child would sit indefinitely. He began 
to rebel against sitting on the toilet, crying, strug- 
gling, and so forth. The constipation progressed 
from five to seven days without a stool. On the 
fifth and sixth such day he might vomit. Rarely, 
he complained of pain. Abdominal distention was 
never marked. Fecal impaction required manual 
extraction about once in six months. No treatment 
had been given, the mother waiting until he had 
a stool—and “he usually does”—with manual as- 
sistance from her, if necessary. The child had al- 
ways been hard to feed. 


A cardiac murmur had been discovered at the 
age of 4 weeks, and led to proscription of much 
normal physical activity. At the time of examina- 
tion the child was deliberately and repeatedly 
hysterical, screaming or complaining in rapid suc- 
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cession of hunger, abdominal pain, and so forth. 
He cried, jumped about, beat his face with his 
hands, pulled at his mother. He could be made to 
calm down by a show of quiet firmness, and with 
his mother out of the room was completely tract- 
able. The abdomen was not protuberant; there was 
a fist-sized, freely movable fecal mass in the right 
upper quadrant, and several smaller very hard 
masses throughout the abdomen. Rectal examina- 
tion showed normal sphincter tone and the capac- 
ious ampulla filled with feces. Barium enema 
showed a voluminous redundant colon which evac- 
uated poorly. 

The mother was extremely obsessive. It was ob- 
vious from her account that every minute of the 
child’s life had been planned and sharply observed; 
that perfection and absolute regularity of per- 
formance in all respects were demanded of him. 

The home situation seemed so difficult that the 
child was admitted to the hospital. Enemas were 
given twice daily for one week, productive each 
time of large amounts of soft stool. At the end of 
this week the enemas were stopped and the child 
continued to have one or two large movements per 
day, without any difficulty at all. He stayed in the 
hospital for two more weeks having normal and 
regular bowel movements. 

In this instance an obsessive mother 
smothered her child with care, perhaps be- 
cause of his cardiac murmur, and prema- 
ture attempts at bowel training focused the 
child’s rebellion in that direction. 

Obviously the relief obtained by such 
therapy is no more than symptomatic. The 
fundamental problem would require pro- 
longed psychotherapy of the mother. Both 
the mother and child, however, were con- 
vinced that the child could have daily bowel 
movements without any continued treat- 
ment, and a very troublesome symptom was 


relieved. 


Case 2 

The patient was a 6% year old boy who had 
been born one of two premature, fraternal twins. 
His twin was larger, more athletic, more aggres- 
sive than he. The patient was smaller, less co- 
ordinated, had a marked squint, and required 
glasses. He had been born with a thin membrane 
over his anus which was opened by a surgeon. 
Since childhood the patient had had trouble with 
defecation, and numerous remedies had been tried. 
Repeated roentgenograms had showed an enormous 
colon. The boy was able to go a week or more with- 
out a stool. At times he had abdominal pain, and 
rarely he vomited. On the other hand, he would 
go at times as long as two or three months with- 
out missing a day’s defecation. His underclothing 
was frequently heavily soiled. Interestingly enough, 
the mother stated that on repeated occasions when 
she and the father were away travelling, the child 
evacuated daily. On the other hand the difficulty 
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with constipation was likely to be aggravated 
whenever his twin brother achieved some new 
skill, like swimming or riding a bicycle, before the 
patient did. 

Examination showed an obviously bright little 
fellow with thick-lensed glasses. The abdomen was 
full and there were numerous loops of feces— 
packed bowel, and several large, hard fecal masses. 
The rectal examination showed an anus which 
admitted the finger easily. The sphincter tone was 


good. Immediately within the sphincter was a great 
mass of moderately firm feces. Review of the num- 
erous barium enema examinations which had been 
performed over the past several years in an at- 
tempt to diagnose or exclude Hirschsprung’s dis- 
ease showed a greatly dilated colon, particularly 
the sigmoid, which was very large and never seen 
empty. There was no narrow segment. 


The family and the boy were told to- 
gether that with the proper management 
this condition could be entirely corrected. 
On the prescribed regimen he began havigg 
spontaneous stools almost at once, with oc- 
casional brief periods of constipation, 
usually coinciding with deviations from the 
planned program. By the end of the month 
he was having very little difficulty. He had 
never soiled since his first visit. It was 
actually 10 months before perfectly normal 
bowel habit was firmly established. At the 
end of 14 months the family and the boy 
were told he was perfectly well, that his 
bowel could be totally ignored just as would 
be a fractured leg which had healed. He has 
had no abnormality of bowel habit since. 

In this instance the physically less for- 
tunate member of fraternal twins reacted 
to difficulties with constipation and incon- 
tinence. The presence at birth of an anal 
membrane and the family’s subsequent pre- 
occupation with the possible significance of 
this anomaly amply explains the form in 
which the patient expressed his reactions. 

Instances could be multiplied, but in 
every case there is good evidence of some 
emotional disturbance in the family situa- 
tion, in every case the constipation did not 
begin at birth, and in almost every case 
incontinence is a conspicuous feature. It 
takes more than poor training methods to 
produce a reaction of this type in a child. 
A number of the children come from brok- 
en homes, and others come from homes in 
which there is severe tension. The poor 
training methods appear, if anything, to be 
no more than symptomatic of the malad- 
justed parental personality, and it is there- 
fore not surprising that a number of these 
children showed substantial deviations from 
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standard behaviour in other respects than 
bowel habit. It can hardly be disputed, 
therefore, that proper treatment would re- 
quire extensive psychiatric work with both 
parents and children. Of first importance, 
however, is the necessity for immediate 
recognition of the diagnosis, and the sep- 
aration of this condition from true Hirsch- 
sprung’s disease. The sooner and the more 
firmly such as a distinction is made and the 
fact impressed upon parents and patients 
that operation is out of consideration, the 
sooner can rehabilitation be begun. 


Treatment 


The psychiatrists take the attitude that 
the constipation and incontinence are mere- 
ly symptoms which not only can be ignored, 
but should be ignored, in order not to focus 
further attention on the anus and on the 
act of defecation. 


Undoubtedly excellent results can ulti- 
mately be obtained purely by psychiatric 
treatment of the patient and family. Such 
treatment, however, is laborious, expensive, 
and may require many months or years of 
repeated visits by patients and parents. On 
the other hand, where several years of in- 
tensive family concern have been concen- 
trated on the act of defecation, it is un- 
likely that a few weeks or months of fur- 
ther attention in the form of treatment such 
as we prescribe will alter the picture in any 
harmful way. Furthermore, the symptom 
itself is an extremely annoying and disturb- 
ing one—always, to the parents, and fre- 
quently to the patients. Direct symptomatic 
relief may very well facilitate the problem 
of psychiatric handling of the patient and 
family. 

Most of the children we see are 5 or 6 
years old or older, although symptoms had 
usually been recognized from the age of 3 
or 4, or occasionally a little earlier. This 
permits us to talk with the children as well 
as with the parents. We make a point of 
speaking to the patient and parents jointly 
and explicitly, and religiously avoid addi- 
tional side conversations with either. They 
are told that this is a matter of habit train- 
ing, that it can be corrected by proper 
training; and that there is nor organic ab- 
normality of the bowel to justify considera- 
tion of an operation. They are told that a 
precise regimen will be prescribed, that 
deviation from it will not be tolerated, and 
that responsibility for the regimen is taken 
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entirely out of the hands of the parents, 
who have no discretion in following the 
orders of the physician or in deviating from 
them. This comment, itself, is extremely 
important, since once the child understands 
that the parent is merely a passive agent 
of the physician he finds less profit in 
thwarting the parent. At the same time, 
once the parent knows, and is aware that 
the child knows, that primary responsibil- 
ity has been shifted to the physician, the 
parent is in a position to follow instructions 
without responding to pressure from the 
patient, and without feeling that there has 
been any surrender to him. 


In a few instances where the home situa- 
tion is extremely disturbed, or where pa- 
tients come from a distance so that the 
child cannot be seen periodically, or when 
parents are so loath to believe that the 
condition is not organic and does not re- 
quire an operation that it is feared they will 
not be capable of cooperating with the pre- 
scribed regimen, it is necessary to admit 
the children to the hospital. Hospitalization 
alone is frequently all that is required to 
straighten out the bowel habit, at least for 
the period of hospitalization, and one fre- 
quently obtains from the history accounts 
of symptom-free periods when the parents 
have been away from home or the children 
were visiting relatives. The principal virtue 
of hospitalization lies solely in the fact that 
the mother can be convinced that the child 
can achieve a normal bowel habit and that 
the child can be convinced that the physi- 
cian knows this. In most cases successful 
treatment can be carried out on an outpa- 
tient basis, with substantial success within 
a period varying from two or three weeks 
to two or three months. 

As many large tap water enemas are 
given initially as are required to empty the 
colon completely of the inspissated fecal 
masses. After consultation with the parent 
and discussion of the whole situation, a 
decision is made as to the most convenient 
time in the family schedule for the child’s 
daily bowel movement. Usually this will be 
immediately after breakfast. Occasionally 
circumstances will suggest that it would be 
more convenient immediately after the eve- 
ning meal. Parent and child are instructed 
that for the first two weeks daily at the ap- 
pointed time, and without any preliminary 
discussion, threats, bribes, rewards, or post- 
ponement, a one-quart enema of warm tap 
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water is to be given. This is to be given 
whether the child has spontaneous stools in 
the interim or not. At the end of two weeks 
the child and mother are seen again. If the 
regimen has been relaxed, they are in- 
structed to adhere to it strictly and to re- 
turn in a week. 


Once the parent and child are convinced 
that there is no recourse but to follow in- 
structions implicitly, improvement follows 
readily. For the next two weeks the child 
goes to the toilet seat at precisely the same 
time that the enemas have been given. He 
and his mother are instructed that at the 
end of 10 minutes the mother will inspect 
the toilet bowl. If there is a large and 
copicus stool, no more need be done. If 
there is no stool, or only a small one, a 
one-quart warm tap-water enema is given 
at once. Again this is done entirely auto- 
matically, without discussion of any sort, 
and it is made plain that no delays for fur- 
ther efforts are to be considered. Usually 
within two to four weeks the child will be 
found to be evacuating daily without an 
enema. Once this pattern is established, 
both parent and child are strongly en- 
couraged, and the occasional lapses are 
found to be farther and farther spaced. 
Once regularity appears to be firmly estab- 
lished, mother and child are instructed to 
forget all about the problem of defecation, 
on the basis that the child has a normal 
bowel, now has a normal bowel habit, and 
needs no more attention to his defecation 
than does anyone else. 


It is perfectly true that there is no valid 
reason for requiring everyone to have a 
bowel movement every day. On the other 
hand, the above method has proved to be a 
simple and effective method of treatment. 
No drugs of any kind are employed. If 
habitual constipation is too long neglected 
there may finally emerge a habit of chronic 
constipation which is not correctable and 
requires a lifetime of enemas and cathar- 
tics. 


Megacolon and Obstinate Constipation in 
Mentally Defective Children 


There is certainly no reason to suppose 
that there will not be an occasional child 
with true Hirschsprung’s disease who also 
has an organic cerebral defect. On the other 
hand, this will manifestly be a great rarity, 
while more commonly chronic constipation, 
perhaps with encopresis, will be prominent 
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in mental defectives. Among such cases in 
our records is that of a 414 year old child 
with agenesis of the right cerebral hemi- 
sphere and another one who is a micro- 
cephalic. Both were referred for 
consideration of surgical relief of chronic 
constipation. 


The therapeutic problem in mentally de- 
fective children with obstinate constipation 
resolves itself into one of daily enemas 
given with absolute regularity. These serve 
the purposes of emptying the colon, avoiding 
retention of feces, and avoiding the nuis- 
ance of encopresis on the one hand, while 
being ultimately likely to establish the kind 
of automatic bowel training which can be 
obtained even with abdominal colostomies. 


Megacolon and Obstinate Constipation 
Associated with Organic Anal Obstruction 


One would suppose that in the presence 
of a straightforward history of an imper- 
forate anus with surgical repair at birth, 
later constipation and incontinence would 
be attributed to this condition and to the 
operation, and not to Hirschsprung’s dis- 
ease. The fact is that even though very good 
continence is achieved with successful re- 
pair of an imperforate anus, it is not al- 
ways easy to establish a good bowel habit. 
Whether this is due to psychologic reasons, 
with heavy concentration on the abnormal 
area by the anxious family; whether it is 
due to organic stricture, as it surely is in 
some cases; or whether, it is due, as Swen- 
son postulates, to the fact that the bowel 
which is brought down to the anus is not 
normally innervated, the fact remains that 
regular bowel habit is frequently difficult 
to establish. We were astonished to find, in 
not extremely old records, 5 cases of imper- 
forate anus with surgical correction subse- 
quently seen at the hospital for “mega- 
colon.” These patients came to the hospital 
complaining of constipation, distention, en- 
copresis, and fecal impactions due to fail- 
ure to prevent stricture formation in the 
operated area. It is embarrasing to report 
that one of these patients had actually had 
a sympathectomy for the putative Hirsch- 
sprung’s disease (this was before 1949), 
and that another was advised to have a 
sympathectomy. This patient refused, and 
at another hospital a plastic operation on 
his anus was entirely successful. A letter 
from him years later reports that he is 
normal, married, has a perfectly normal 
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bowel habit, despite the fact that his colon 
was at one time perfectly enormous. 

Conceivably an imperforate anus may oc- 
cur in a child with the absence of ganglia 
in the myenteric plexus. This will be so rare 
as scarcely to be worth considering. In the 
children under discussion, dilation of the 
stricture, and proper habit training will 
achieve relief. Anal plastic procedures are 
most infrequently required. 


Megacolon and Pseudo-Hirschsprung’s 
Disease in Congenital Cretins 


Intestinal disturbances in association 
with myxedema are well known, and con- 
stipation is the commonest. Abdominal dis- 
tention and functional megacolon or 
dolichocolon have been described, with great 
dilation of the entire intestine and even of 
the stomach. These changes respond to 
treatment with thyroid extract, and are 
reversible if treatment is not too long de- 
layed. In newborns and infants in whom the 
diagnosis of cretinism may not be readily 
apparent, abdominal distention and obsti- 
pation may be the presenting symptoms. 
The clinical picture may strongly resemble 
that of Hirschsprung’s disease and in the 
case from Finland reported by Salmi and 
Lakesmaa'’), the clinical picture was indis- 
tinguishable from that of Hirschsprung’s 
disease. Their patient was a female infant 
who became constipated at the age of 3 
weeks and was first seen at the age of 4 
weeks. A plain film showed distended in- 
testines, and at 6 weeks there was great 
distention of the colon and a barium enema 
was absolutely typical of Hirschsprung’s 
disease. At this time there was a suggestive 
appearance of myxedema, but a diagnosis 
of Hirschsprung’s disease was made and 
nonoperative therapy was prescribed. When 
the patient was 3 months old she was having 
stools at three- to four-day intervals, but 
now appeared ty pically myxedematous. 
Therapy with thyroid extract was begun, 
the child lost its myxedematous appearance 
at once, in three weeks the barium enema 
was essentially normal, and the bowel func- 
tioned regularly. We have seen two children 
with cretinism in whom a large abdomen 
and severe and stubborn constipation were 
the most prominent symptoms and in whom, 
for a time, the diagnosis of Hirschsprung’s 
disease was maintained. 


Obstinate constipation of course may also 
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be a symptom secondary to acquired hypo- 
thyroidism‘®?, 


Summary 

Hirschsprung’s disease is marked by con- 
stipation from the time of birth, with the 
development, if uncorrected, of a protub- 
erant abdomen and flared costal margins. 
The rectal ampulla is empty and the ab- 
domen is filled with fecal masses. Pain is 
not prominent. Flatus is passed in large 
amounts. Encopresis does not occur. Barium 
enema shows the characteristic narrowed 
distal rectal segment, and biopsy of the 
rectum shows the absence of the ganglion 
cells of the myenteric plexus. 

Treatment is operative resection of the 
distal narrowed segment and a primary 
anastomosis. 

Hirschsprung’s disease may be mimicked 
in children with the following conditions: 

1. Psychogenic constipation—pseudo-Hir- 
schsprung’s disease. Unlike Hirsch- 
sprung’s disease, symptoms do not ap- 
pear at birth, encopresis is common, 
and the barium enema shows no nar- 
row distal segment. 
Mental retardation and cerebral defect. 
Corrected imperforate anus — on the 
basis of stenosis, imperfect innerva- 
tion, or poor habit training. 

4. Cretinism: Severe constipation and in- 
testinal dilatation may be the present- 
ing symptoms. 

Treatment of these four groups of chil- 
dren with severe constipation not due to 
Hirschsprung’s disease is as follows: 

Group 1. Open discussion with parent and 
child. Assumption by the physician of full 
control of the details of treatment, and 
relegation of parent to the role of the phy- 
sician’s agent in following the prescribed 
regimen, described in detail in the text. 

Group 2. Enema regimen. Whereas in 
group 1 normal bowel habit is restored 
fairly rapidly and persists, the basic defects 
in groups 2 and 3 may require continuation 
of treatment indefinitely. 

Group 3. Regular enema regimen in the 
less severe cases, one identical with that 
used in group 1, and dilatation of strictures 
or anoplasty. 

Group 4. Thyroid hormone therapy to re- 
lieve the constipation of hypothyroidism 
and cause reversal of radiographic changes 
in the colon and rectum. 
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The Medical-Legal Aspects of Whiplash Injuries 


CHARLES J. FRANKEL, M.D. 
CHARLOTTESVILLE, VIRGINIA 


Last year, 40,000 Americans were killed 
on our highways. One million two hundred 
fifty thousand were injured. Fifteen per 
cent of those who sustained moderately 
severe injuries were involved in accidents 
whereby a stationary car was struck from 
behind. The resultant force was responsible 
for the development of the so-called whip- 
lash injury, a term which is today abused 
by both medical and legal experts. Actually, 
the term is merely descriptive of what oc- 
curs in a particular accident wherein there 
is a forceful snapping backward of the 
cervical spine and a subsequent hyperflex- 
ion or a deceleration movement. The motion 
is quite similar to the coiling and uncoiling 
of a snapped whip where the head is the 
weighted end of the whip. 

The mere fact that an automobile is hit 
from behind and a whiplash of the passen- 
ger within the front automobile takes place 
does not per se mean that an injury occurs. 
Sometimes, when the passenger is braced, 
no injury results at all. Often a stiff neck 
persists for only two or three days. When 
the blow to the automobile comes from the 
side, the passenger is then the victim of a 
so-called unilateral or oblique type of whip- 
lash injury. The resultant trauma from the 
latter may be severe and yet go unrecog- 
nized for lack of diagnostic facilities. 


Read before the Section on Traumatology and Orthopedics, 
Medical Society of the State of North Carolina, Asheville, 


May 7, 1958. 


Injuries to the cervical spine are respon- 
sible for a great many cases of litigation. 
The National Association of Claimant’s 
Attorneys, 6,000 strong, are dedicated to 
the end of obtaining adequate awards for 
their clients. Large insurance companies, on 
the other hand, are equally as dedicated in 
their efforts to prevent judgments from 
getting out of hand. Speaking for lawyers, 
Mr. Donald P. Lay, a prominent plain- 
tiff’s attorney, stated: 


I do not blame any insurance company that 
does not choose to pay an illegitimate claim. I 
think the payment of claims on nuisance value 
and the demands for large settlements on in- 
consequential effects from a whiplash injury 
are wrong. I believe that such demands and 
payments are causing doubtful eyes to be cast, 
from time to time, upon members of our good 
profession; however, at the same time I believe 
that it is just as wrong for doctors and in- 
surance companies and insurance lawyers to 
minimize all cases involving a so-called whip- 
lash injury. The difficulty arises from the sit- 
uation wherein both doctors and lawyers have 
coined a phrase, whiplash injury, to all types 
of similar accidents and to all persons who 
have been involved in this type of accident. 
We all know that the result and effect of an 
accident occurring in a similar manner can 
never be the same in one individual as com- 
pared to another. 


Symptomatology of Whiplash Injuries 


The symptoms may be divided into four 
categories: (1) cerebral concussion, (2) 
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cervical radiculitis, (3) fractures of the 
cervical vertebra, and (4) psychoneurosis. 


Cerebral concussion 

Clinical evidence of cerebral concussion 
is present in a fair number of patients. It 
is thought that some torsion of the brain 
stem is responsible for this injury. The 
symptoms vary from mental confusion or 
headache, to loss of consciousness. Persis- 
tent symptoms consisting of headache and 
inability to concentrate are not uncommon, 
and have been found to persist for as long 
as two years. 


Cervical radiculitis 

Symptoms of cervical radiculitis were 
not associated with fractures in most of 
our cases. The patients complained of pain 
which radiated either to the occipital re- 
gion or to the shoulders, arms, and scapula 
area. Occasionally, there were variable 
changes in the reflexes. Muscle spasm was 
a common concomitant finding. Persistent 
radiculitis was explained on the basis of 
edema and hemorrhage which occurred 
when there was an avulsion of the liga- 
ments and tearing of some of the muscula- 
ture of the neck. Subsequent organization 
of the tissue may result in pressure about 
the foramina, with nerve root compression. 
Most of the tears are thought to occur in 
the relatively inelastic anterior longitudi- 
nal ligaments. It is in this group of pa- 
tients that loss of the normal cervical curv- 
ature is noted on lateral x-ray examination. 


Compression fractures 

There was a predominance of fractures 
in the area of the fifth and sixth cervical 
vertebrae particularly in patients who ex- 
hibited pre-existent osteoarthritis. The ma- 
jority of the movement of the cervical 
spine takes place above the fifth cervical 
vertebra. The fourth cervical vertebra 
moves a total of about 80 degrees from ex- 
tension to hyperfiexion. The fifth cervical 
vertebra moves a total of about 60 degrees, 
while the sixth cervical vertebra moves 
only about 20 degrees. The maximum com- 
pression force takes place just above the 
fifth cervical vertebra. It is my clinical 
impression that the relatively inflexible 
neck is more susceptible to a whiplash frac- 
ture than the normal neck. Osteoarthritis 
is, of course, an important factor in the loss 
of the normal! flexibility. 

Abel, in a recent paper given before the 
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American Medical Association, was able to 
demonstrate fractures in the region of the 
co-vertebral joints or the joints of Lushka 
in 70 of 300 cases which had been prev- 
iously diagnosed as being completely free 
of any demonstrable injury. These cases 
likewise showed a modicum of objective 
findings and could have been fitted into the 
classification of psychoneurosis and maling- 
ering by physicians whose diagnostic acu- 
men was not up to par. Abel devised a tech- 
nique of stereoscopic x-rays which allowed 
him to visualize areas of the cervical spine 
that hitherto had been obscure. 


Psychoneurosis 


Psychoneurotic tendencies persisting for 
several months were noted in a small num- 
ber of patients, particularly those who were 
not properly immobilized. 


The Importance of Careful Evaluation 


Several articles have been published in 
the Journal of the American Medical Asso- 
ciation in which neurologists and neurosur- 
geons have belittled the importance of whip- 
lash injuries. One of their conclusions was 
that 60 per cent of the victims eventually 
became neurotic. The apparent basis for 
that statement was the fact that they could 
find nothing on x-ray examination to justify 
the victim’s complaints. Another conclusion 
was that more than 80 per cent of the vic- 
tims of whiplash injuries got well after 
settlement. The fallacy of classifying all 
patients with whiplash injury into one 
group should be quite obvious at this mo- 
ment. In the experience of pathologists who 
have performed autopsies on a number of 
persons who had had cord severance, whip- 
lash injury of the neck can and does range 
from a transient sprain and pain in the 
neck to ultimate fracture dislocation and 
severance of the spinal cord. 


All doctors and lawyers who handle per- 
sonal injury cases must begin to think in 
terms of neck sprain, cervical radiculitis, 
traumatic osteoarthritis, dislocation, frac- 
ture, or a combination of these findings. 
The physician who sees the injured party, 
and usually that is the family physician, 
should conduct a careful physical examina- 
tion. He should note the manner in which 
the patient holds his neck, the localization 
of areas of marked tenderness, and the 
presence or absence of gross nerve damage. 
If roentgenograms are obtained, they 
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should be taken in a position of flexion and 
extension to rule out the presence of a dis- 
location which has spontaneously reduced 
itself. The loss of the normal spinal curve 
should also be noted. An examination of 
the pharynx may reveal the presence of 
swelling or edema secondary to injury to 
the anterior ligamentous and soft tissue 
structures. A brief neurologic examination 
with particular attention to the reflexes in 
both arms may be enlightening. The phy- 
sician must understand that since many of 
these cases go to court, he will be 
called upon to testify. His records should 
be accurate and if he is uncertain about his 
findings, he should seek consultation. 

Another diagnostic test is the electromyo- 
graph. Information on its use is being col- 
lected, and its status in court is, at this 
moment, open to conjecture. There is much 
disagreement by experts on its value, and 
until further information is available, the 
value of its use is questionable. 

Gay and Abbott’) have pointed out the 
high incidence of herniation of the inter- 
vertebral discs subsequent to whiplash in- 
juries. Some of these were first observed 
from 18 months to three years following 
the trauma. Such damage is more likely to 
occur to those patients involved in acci- 
dents where the collision has occurred par- 
tially or wholly from the side, or where 
the head had been turned to the side at the 
moment of impact. With forced hyperex- 
tension and flexion from anterolateral to 
the posterocontralateral positions, the neck 
is much less flexible and the intervertebral 
discs appear to lose much of their cushion- 
ing effect. 

The physician who advises his patient, a 
few months after the injury, to settle his 
case on the basis of no demonstrable ob- 
jective findings may be doing him a gross 
injustice. The doctor who signs a report to 
an insurance company indicating that there 
will be no permanent disability may not be 
taking into account the possibility of future 
disc injury or rupture. Certainly 6 to 12 
months should elapse before a case is closed. 
Roentgenograms taken a year following the 
original injury may show the presence of 


WHIPLASH INJURIES—FRANKEL 267 


osteophytes which were not seen at the 
time of the original examination. There 
may be encroachment on the intervertebral 
foramina, whereas in the original roent- 
genogram the foramina were clear. Such 
findings are not uncommon. They serve to 
emphasize the importance of individualiza- 
tion in diagnosis and treatment of injuries 
to the neck. 


Lawyer-Physician Cooperation 

The patient with the real injury, the pa- 
tient who is no malingerer, requires his 
physician’s help as an expert witness in 
court if he is to be justly compensated for 
the damage that has been done him. It is 
not enough for the physician simply to give 
medical attention to the patient who has 
had a severe neck injury. He should be 
willing to cooperate with reputable attor- 
neys in all legitimate cases. Such coopera- 
tion entails instruction of the attorney in 
the fundamental medical problems involved. 
The attorney, in turn, will prepare the 
physician for the so-called courtroom or- 
deal. The physician who is so prepared and 
comes to court with adequate records and 
gives honest testimony based on reference 
to the best authorities in the field will find 
his excursion into court a pleasant interlude 
rather than an ordeal. When we as physi- 
cians realize that 80 per cent of all per- 
sonal injury suits are settled on the basis 
of medical rather than strictly legal data, 
then we will lend our services to the end 
of obtaining justice for those who might 
otherwise be victimized. 

The majority of attorneys are honest and 
upright citizens. For every lawyer who re- 
sorts to shady practices in medical cases, 
there is usually an equally shady medical 
accomplice available. Only through cooper- 
ation between the two learned professions 
can the problems of ever-mounting litigation 
following automobile and other injuries be 
solved. 
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A Modern Approach To Mental Deficiency 


F. E. KRATTER, M.D.* 
KINSTON 


The description of mental deficiency 
should portray the feebleminded as living 
people rather than as morbid specimens of 
humanity. Today mental deficiency is re- 
garded as a socio-economic, clinical symp- 
tom-complex rather than as a simple intel- 
lectual deficit or medical problem. The 
rather common practice of referring to the 
feebleminded as patients should be dis- 
carded on the grounds that mental defic- 
iency in general represents a socio-economic 
moral, legal, and ethical problem rather 
than a disease. This view may be at var- 
iance with that of some authorities, but on 
the whole it has been accepted in the past 
few years, in England generally and in 
America in particular. Persons with a his- 
tory of social inadequacy should always be 
suspected of feeblemindedness. They have 
an unusually limited native endowment and 
a generally low elan vital, a lack of vicacity, 
of natural inquisitiveness, and of drive. 

The term “feeblemindedness” is tradi- 
tionally used synonymously with mental de- 
ficiency, mental defectiveness, or more 
technically amentia, oligophrenia, and hypo- 
phrenia. This is reflected in the German 
term schwachsinnigkeit, the french fai- 
blesse, and the Italian frenas-tonia. In 
American literature mental deficiency is 
generally synonymous with feebleminded- 
ness, but in British usage the latter term is 
specifically employed for the higher grade 
of mental deficiency, corresponding to the 
American term “moron.” 

Historical Developments 

Prior to the beginning of the nineteenth 
century and the work of the French physi- 
cian Itard, the feebleminded were not sys- 
tematically cared for, trained, or treated 
except as other dependents. They were 
thought of as social outcasts, public fools 
or at other times as ‘God’s children.” Legal 
recognition of mental deficiency is evident 
in English law in the sixteenth century, 
and by the nineteenth century various forms 
of asylum care had been established. Fol- 
lowing the work of Itard with a wild boy 
of Aveyron about 1800, and the work of 
his pupil, Seguin (about 1866 in the origin- 
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al), public institutions for the treatment, 
training and sympathetic custodial care of 
the feebleminded were established. 


In the United States such care began 
about 1840 and developed rather rapidly 
toward the end of the nineteenth century 
(Fornald, 1917). Since the first decade of 
the twentieth century, state care has been 
widely extended, so that by 1935 there were 
approximately 130 public and private resi- 
dential institutions in 47 states, caring for 
some 84,000 individuals. Incidentally, pro- 
grams of special] education, such as sense 
training and gymnastics classes, have been 
developed for the feebleminded in the pub- 
lic schools of 43 states; 643 city systems re- 
port special schools or classes serving 99,- 
621 children. Those developments in the 
United States have been paralleled by sim- 
ilar developments throughout the world, 
especially in England. As yet, however, in- 
stitutional provision for the feebleminded 
is available for less than 5 per cent of the 
generally estimated total number and hard- 
ly exceeds anywhere 10 per cent of that 
total. 


General Principles of Management 

The word “treatment” is somewhat 
loosely employed for all forms of custody, 
care, training, placement, supervision, and 
other forms of social and educational de- 
position, as well as in the more specific 
sense of medical therapy. Therefore the 
practice of referring to persons in state 
training schools and institutions as patients 
should be, as far as is practicable, avoided 
on the grounds that mental deficiency is 
not a disease but a social, moral, legal, and 
economic problem except in the case of only 
a limited number of clinical types, requir- 
ing specific medical treatment. Cretins 
show some response to thyroid medication, 
spastics to special speech - physiotherapy 
and muscle training. Most public institu- 
tions for the care and training of the fee- 
bleminded were founded by physicians, and 
most of them are still medically superin- 
tended. But the major problems have proved 
to be custodial, social, legal, moral, eco- 
nomic, ethical, and educational rather than 
medical in the narrow sense. Their designa- 
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tions have accordingly been changed in 
most cases from hospitals to training 
schools or colonies. 


Home care 


It is a common error to assume that be- 
cause a person is feebleminded he should 
necessarily be committed to an institution 
for permanent custody. Many feebleminded 
are well cared for in their own homes or 
under community supervision. The need for 
and the kind of institutional care varies in 
relation to the individual’s social circum- 
stances. However, the proper care of the 
feebleminded child in his own home con- 
tinues to be a major family problem which 
often puts a heavy burden on the family 
and results in serious handicaps to the 
child and sometimes in the breakdown of 
the mother’s health. 


It is only right to make a brief comment 
on the significance of mental deficiency as 
affording a field of theoretical and experi- 
mental value for related sciences. Public 
and private research on the problems of 
feeblemindedness and associated problems 
of biologic, psychologic, patho-anatomic, en- 
docrine-metabolic, neurologic, physical, edu- 
cational, and social development. The fee- 
bleminded, by the very nature of their con- 
dition, constitute a favorable field for 
studying the numerous influences involved 
in personal maturation and self-expression. 
Certain it is that the study of mental de- 
ficiency has already greatly stimulated im- 
portant research in many specific fields of 
human development and adjustment. 


Environmental goals 


To a narrow extent, intelligence may 
grow by special stimulating environment. 
It may atrophy by disuse and the lack of 
interesting external stimuli. It has been 
found that if identical twins are separated 
soon after birth and one is provided with 
educational opportunities definitely super- 
ior to the other, he will develop an intelli- 
gence quotient of about 5 to 9 points higher 
than the one placed in a less favorable en- 
vironment. Although the intellectual ca- 
pacity cannot be materially increased, social 
competency can be improved where it is 
most needed; namely, in the higher grade 
feebleminded, the moron. It should be re- 
membered that the development of a normal 
personality requires not only a certain na- 
tive intellectual endowment but also such 
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emotional essentials as affection (love), 
security, social recognition, achievement, 
and new experiences. So, too, the retarded 
or defective individual should be led to feel 
that he is loved, approved, and wanted as 
a member of the family and of groups out- 
side it. He should be praised and given all 
manner of educational, occupational, and 
recreational stimuli, such as dancing, fancy 
dress balls, whist drives, radiogram and 
television programs, sporting activities, 
percussion classes, concerts and theatrical 
parties, and excursions (day trips). The 
moron stimulated by such a program of 
social and moral training, surrounded with 
love, handled with devoted patience, phys- 
ically and psychologically stimulated through 
special care and supervision, should ac- 
quire a feeling of security conducive to the 
development of a stable, socially acceptable 
personality. 

From a community point of view, low- 
grade defectives do not constitute an im- 
portant problem. Their total number, rep- 
resenting some 25 per cent of all defectives, 
is small compared with that of the high- 
grade, and may die at an early age. They 
do not constitute a eugenic problem, since 
the defect is rarely of familial origin and 
particularly since none ever procreate. 


Management of the High-Grade Defective 

When we come to consider the manage- 
ment of the high-grade imbecile, particu- 
larly that of the woman of child-bearing 
age and the moron, we may divide it into 
three categories: segregation, socialization, 
and sterilization. 


Segregation vs. Socialization 

After a period in which segregation was 
thought to be the solution of the problem 
of the feebleminded, particularly for the 
emotionally unstable and the aggressive, 
anti-social groups, we have now come to 
one in which socialization is emphasized 
both as a means and an end, In some in- 
stances sterilization for promiscuous girls 
may be of individual or eugenic value. Seg- 
regation is to be regarded merely as a last 
resort in isolated cases rather than as a 
measure to be generally applied. It should 
not be confused with temporary training as 
part of a large socializing process. 

The important object in the high-grade 
defective’s social education is not that he 
shall acquire a formal, academic education, 
but that he shall develop hygienic habits 
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and socialized patterns of behavior. If giv- 
en ample emotional and social support, 
many mentally handicapped individuals can 
live a marginally normal life without too 
great an inner stress or community dis- 
turbance. An all-out effort should be made, 
therefore, to build up a social sense of be- 
longing, of self-confidence and self-esteem. 


Training schools 


The advent of intelligence tests revealed 
what was not before adequately realized; 
namely, that there is a large group of fee- 
bleminded, some 75 per cent, between the 
imbeciles and dull, to which Goddard, in 
1910, gave the name “moron.” With the 
“discovery of the moron” and the ascer- 
tainment that many anti-social persons be- 
longed to the category, and with the undue 
emphasis then placed on heredity in feeble- 
mindedness, there developed the idea that 
the remedy for feeblemindedness lay in 
permanent segregation. 

Before provisions could be made for seg- 
regation on an extensive scale, however, it 
was realized that the institutions for fee- 
bleminded should be primarily designed for 
training and only secondary for segrega- 
tion and custodial care; furthermore, it 
was realized that much of the world’s work 
can be gnd is done by persons of limited 
intelligence, many of whom are kindly, 
useful, obedient, self-respecting, industrious 
citizens. Through special classes, and other 
suitable methods of instruction, many pub- 
lic schools now meet the educational needs 
of the high-grade defective and prevent him 
from becoming a social and economic bur- 
den. A large proportion of behavioral and 
temperamental disorders are found to occur 
at the intelligence quotient level of 70-90— 
that is, in the so-called subcultural group. 
The high-grade, borderline, and dull normal 
groups are of the greatest numerical, social, 
moral, and economic importance to the com- 
munity. 

The first priority for admission to a 
training school for the mentally deficient 
should be given to children of moron and 
high-grade imbecility levels for whom spe- 
cial classes or training centers are not 
available in their local communities, or who 
are deficient in social adaptation and com- 
petency. Among the beneficial results of 
institutional training are an improvement 
in attitude, stabilization of emotions, and 
development of good habits of manners, 
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hygiene, and industry. It is especially de- 
sirable and often frequently imperative that 
young mentally defective children who are 
beginning to form anti-social habits should 
be placed in a training school before these 
domestic and environmental] influences can 
be modified. Provision should also be 
made in the institutional schools for the 
training of those children of the imbecile 
level. 

The number of persons who have been 
trained in the state institutions and have 
subsequently been placed in the community 
as useful, often self-supporting, respected 
members of society has steadily increased 
in recent years. It is now estimated that 
some 50 per cent of those admitted to the 
state training schools can be returned to 
the community socially improved. Such in- 
stitutions and training centers should there- 
fore be generally looked upon as important 
complementary parts of the public educa- 
tional system and social welfare service. By 
these means intellectual defectives can be 
trained and socialized in orderly habits, and 
many of the high-grade levels can be made 
into wage-earning citizens, performing 
routine manual work. In many cases, how- 
ever, they continue to require supervision 
and guidance in the management of their 
lives. The latter cannot be prepared for 
living successfully in the community, and 
yet in the routine, protected life of the in- 
stitution become useful citizens. Segrega- 
tion will therefore remain an important but 
not the most constructive function of the 
training school of the feebleminded. Ex- 
perience seems to show that not more than 
10 per cent require admission to such in- 
stitutions. 

Sterilization 

The second attempted remedy for mental 
deficiency is sterilization. Opinions as to its 
value differ, but it is no longer regarded as 
a panacea. As a means of preventing the 
propagation of feeblemindedness, its eugenic 
value is much more limited than was at 
first appreciated. The likelihood of procrea- 
tion in the low-grade defectives is the 
lowest. The legal provision for sterilization 
applies in most states to those committed 
to public institutions, but experience shows 
that a large proportion of morons are not 
committed to institutions. In the morons, 
too, the social adjustment is determined 
fully as much by social and family influ- 
ences as by the intelligence. 
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Experience so far has shown that even 
when the law does provide for sterilization, 
only a few of these defectives who are sup- 
ported by their families are subjected to 
this operation. It is usually the upper levels 
of the subnormal, subcultural group who 
are the most highly productive. Contrary 
to the opinion of many, most morons are 
not prolific, and statistics show that only 
a very small percentage of male defectives 
who are committed to institutions and later 
discharged ever marry or have children. 
Past experience indicates that most of the 
delinquent behavior on the part of mental 
defectives consists not of sexual irregular- 
ity or promiscuity and reproduction, but of 
vagrancy, petty crimes, and dependency. 
And although high-grade defective girls 
easily fall prey to prostitution and sexual 
promiscuity, their procreational ability is 
below normal. 

Recent studies indicate that the mortality 
rate among the feebleminded is so high that 
the danger from unrestrained propagation 
is less than has been realized. It is now 
recognized, too, that society does not need 
protection from the moron or high-grade 
imbecile girl so much as she needs protec- 
tion from the society to which she is even- 
tually discharged. Many advocates of steril- 
ization forget that, unless the discharged 
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sterilized (by salpingectomy, vasectomy) 
defective has been helped to form good so- 
cial habits, both rights and duties, the main 
object of treatment has been lost. 

It is becoming increasingly accepted that, 
except as a eugenic measure, social sterili- 
zation has on the whole been disappointing. 
This is not to say that in selected cases 
sterilization may not be wise, particularly 
as a social measure, since many feeble- 
minded girls become married to men of 
normal intellectual capacity. Even if fee- 
bleminded women marry feebleminded or 
subnormal men, the couples can live happy, 
successful lives, if they are not burdened 
with the financial, physical, and other 
strains incidental to raising a family, yet 
may suffer economic and social collapse if 
obliged to assume those burdens. Much 
neglect, such as ill-treatment of children, 
would be prevented if persons intellectually 
or emotionally unfit to rear children could 
be sterilized, but such a measure can scarce- 
ly be determined solely on the basis of the 
intelligence quotient. Its usefulness is more 
individual than social. Finally, sterilization 
as a general policy is a superficial method 
of approaching the problem of feeblemind- 
edness, since it ignores the need for special 
investigation and research as to its cause 
and prevention. 


That the compleat physician has been a rarity far too long has 
become as clear to the public as it has to the profession. 


Patients resent 


the apparent impersonal approach, the feeling that they are no one doc- 
tor’s individual responsibility, the impression they sometimes have that 
the one hand knows not what the other is doing, and cares less. This 
gross defect of modern medicine is in the process of correction; medical 
thought is shifting toward a more unitary concept of health and disease, a 
a more pointed attention to the person in the body, and a better integra- 
tion of medicine in line with changing epidemiology. In the new com- 


prehensive medicine of the future, psychiatry should occupy a position of 
prime importance and it may well be the mortar that holds together a 
truly functional edifice—Braceland, F. J.: Modern Trends in Psychiatry, 
Connecticut M. J. 21:429 (May) 1957. 


Six Years of of Cesarean Section Experience 
In the North Carolina Baptist Hospital 
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W. JOSEPH MAY, M.D. 
WINSTON-SALEM 


Improvements in anesthesia techniques, 
more available blood, and the antibiotics 
make cesarean section a safer procedure 
than formerly. During the past 10 to 15 
years there has been a great tendency to lib- 
eralize the indications for cesarean section. 
Plass‘’’, however, has stated that there 
must be a point beyond which further re- 
laxation would prejudice the lives and 
health of pregnant women and their chil- 
dren as a group. He placed this point in the 
neighborhood of 5 per cent. D’Esopo‘) 
stated that the maximum rate beyond which 
fetal return is no longer appreciably in- 
creased is probably in the neighborhood of 
6 per cent. Since 1945 the cesarean section 
rate at the North Carolina Baptist Hospital 
has never exceeded 3 per cent. 

Considering an annual incidence of 5 to 
6 per cent as acceptable from the standpoint 
of the expected improvement of fetal sal- 
vage, the following question was raised: Is 
a cesarean section rate of 1.5 to 3.0 per 
cent too low to yield the best fetal salvage? 
In an effort to answer the question to our 
own satisfaction, the cesarean section ex- 
perience at the North Carolina Baptist Hos- 
pital, of Winston-Salem, North Carolina, 
for the years 1951 through 1956 has been 
studied and analyzed. 


Comparison With Other Hospitals 

It is notable that the cesarean section 
rate of 1.82 per cent for these six years is 
considerably lower than that found in many 
teaching institutions throughout the coun- 
try. For example, the New York Lying-in 
Hospital had a rate of 4.2 per cent for 1954, 
4.5 per cent for 1955, and 4.6 per cent for 
1956'*). The Sloane Hospital for Women at 
the Columbia-Presbyterian Medical Center 
in New York had a rate exceeding 7 per 
cent from 1950 to 1955, as compared with 
5.8 per cent in 1950"). The Ohio State Uni- 
versity Hospital reported a rate of 4.36 per 


Presented before the Gynaecological Travelers of Great 
Britian at the Bowman Gray School of Medicine, Winston- 
Salem, September 9, 1957. 

From the Department of Obstetrics and Gynecology of the 
Bowman Gray School of Medicine of Wake Forest College 
and the North Carolina Baptist Hospital, Winston-Salem. 


cent in 1955‘®). The North Carolina Baptist 
Hospital rate is comparable to that of Duke 
University Hospital, which was 1.6 per 
cent in 1955‘), and of the Louisville Gen- 
eral Hospital, which reported 2.03 per cent 
in 1954 and 1.8 per cent in 1955‘*’. It seems 
that a more conservative practice of ob- 
stetrics is most likely responsible for the 
lower incidence of cesarean section at the 
latter institutions. 
Incidence 

Table 1 shows the total deliveries and 
cesarean sections at the North Carolina 
Baptist Hospital for 1951 through 1956. In 
this period there were 9,619 deliveries, 27 
per cent of which were clinic deliveries and 
73 per cent private. All North Carolina 
Baptist Hospital] admissions are of the 
white race. One hundred seventy-one cesar- 
ean sections were performed, or a total 
cesarean section rate for the six-year period 
of 1.82 per cent. 

A six-year summary of deliveries and 
cesarean sections broken down into private 
and clinic patients in table 2b shows 7,070 
and 2,549 respectively, with 140 private and 
31 clinic cesarean sections. The cesarean 
section rate for private patients was 2.0 per 
cent and for clinic patients 1.39 per cent. 
The annual percentage for the years 1951 
through 1956, respectively, was 2.7, 1.8, 1.5, 
1.3, 1.5, and 1.9 (table 2a). 


Indications 

The primary indications for cesarean sec- 
tion in the North Carolina Baptist Hospital 
and the frequency of each indication by 
year are given in table 3. Prior cesarean 
section is the leading indication for cesar- 
ean section, comprising 54.4 per cent of the 
171 cases presented. Uterine inertia was 
present in 13 instances (7.5 per cent), feto- 
pelvic disproportion in 16 (9.4 per cent), 
placenta previa in 21 instances (12.3 per 
cent), abruptio placenta in 5 cases (2.9 per 
cent), malpresentation in 6 cases (3.5 per 
cent), and toxemia in 4 cases (2.3 per cent). 
The remaining 13 cases (7.7 per cent) were 
done for miscellaneous causes, as shown in 
the table. 
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ADVERTISEMENTS 


The years together build mutual confidence—and a sacred trust 


This ...is Blue Shield’s purpose 


To Blue Shield, the relationship between 
you and your patient is sacred. 


It is a relationship that takes years to 
develop . . .a freedom from inhibition... 
a mutual trust. We at Blue Shield recog- 
nize this trust and are dedicated to pre- 
serving it. That is why: 


e Your patient retains the essential priv- 
ilege of choosing his own doctor. . . he or 
she is free to remain your patient. 


e@ Only Blue Shield offers so many bene- 
fits along with this choice of doctor... 
to poor risks as well as good. 


@ Statistics show patients are less likely 
to hesitate, for financial reasons, before 
consulting you. You see them earlier 
when many conditions are easier to treat. 


e There are fewer strained relations, 

embarrassing reminders—you are re- 

lieved of a major credit problem because 

Blue Shield pays promptly—on a fee-for- 

service basis. 

In these ways, Blue Shield has cemented 
the relationship between physicians and 
over 500,000 subscribers in North 
Carolina. Most of your patients can afford 
Blue Shield’s low subscription charges 
and it is relatively simple for them to 
apply for enrollment. 

All you need do is keep a good supply of 
Blue Shield booklets on hand and point 
them out to your patients. For your free 
supply, write to—BLUE SHIELD®, 
Hospital Saving Association, Chapel Hill, 
North Carolina. 
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Achievements 
of 


...in Skin Diseases: Ina study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*...absence of serious side effects specifically noted.*:*:* 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of ARISTOCORT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 
ARIsTocorT therapy).° 
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areig at International Congress on Rheumatic Diseases, 
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Arist 


Triamcinolone LEDERLE 


...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.°. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


..in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of artstocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.*:*. .. Prompt decrease in the cyanosis and dyspnea of 


pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.!°1!-1?,., Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus.**® 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of artstocorT is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to anIstocorT 

from prednisone indicate a dosage of artstocorT lower by about % 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With arisrocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


t Lederte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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To Members of the Medical Society 
of the 


State of North Carolina 


Regarding your Society’s Accident and Health Plan 
— Established 1940 — 


This is the plan of Accident and Sickness insurance preferred, and 
participated in by most of the members of the North Carolina Medical 
Society. We greatly appreciate the ever increasing number of members 
who come to us for their disability protection after carefully considering 
other plans. This growing confidence and reliance on us makes us very 
happy and more determined to see that every member of the Society who 
has a claim is treated fairly and paid promptly. We write the claim checks 
in this office. Your claim does not have to be sent to some distant city 
to be processed by someone who does not know you and feels little interest 
in your problems. It is not enough just to accept your premiums. It is 
our duty and our pleasure to pay you when disabled as well as to receive 
your money when you are well. Write us today. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 
Accidental Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Pilon Death Coverage or Hearing Sickness Benefits P. i i P. i i 
1 $5,000 5,000 to 10,000 50.00 Weekly 67.50 34.25 90.00 45.50 
2 5,000 7,500 to 15,000 75.00 Weekly 98.25 49.65 131.00 66.00 
3 5,000 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 


($433.00 per month) 
* Amount payable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 18 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling nearly $1,000,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 


FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 
— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 
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Table 1 


Total Deliveries and Cesarean Sections at the North Carolina Baptist Hospital 
1951 - 1956 


Clinic Deliveries Private Deliveries 
Year Total Deliveries No. Per Cent No. Per Cent 
1951 1,387 368 26.5 1,019 73.5 
1952 1,520 359 23.6 1,161 76.4 
1953 1,490 368 24.7 1,122 75.3 
1954 1,751 478 27.3 1,273 72.7 
1955 1,723 502 29.1 1,221 70.9 
1956 1,748 474 27.1 1,274 74.2 


Cesarean Section 
Per Cent 


Infant Mortality 


Table 4 is a record of the infant mortality 
at the North Carolina Baptist Hospital dur- 
ing the period 1951 through 1955, including 
7,871 of the deliveries reported. During the 
five-year period there were 241 perinatal 
deaths. This is a perinatal mortality of 3.06 
per cent, which compares favorably with 
comparable obstetric services and is better 
than many. These figures were derived 
from a careful study of all the infants 
which weighed 500 Gm. or more, and rep- 
resents the gross uncorrected perinatal mor- 
tality rate. 

A previous study of perinatal infant 
mortality by Lock and May) reported 
7,734 vaginal deliveries with 232 perinatal 
deaths. Only 13 instances were found where 
it was felt that the intrapartum or neonatal 
deaths were possibly influenced by errors 
in obstetric management. This small num- 
ber, while not to be ignored, would not have 
appreciably altered the cesarean section 
rate had the infants been delivered abdom- 
inally. Nor is there any assurance that all 
of these would have survived if delivered 
abdominally. 

The perinatal mortality rate associated 
with the cesarean sections during the five- 
year period 1951-1956 was 6.4 per cent, or 
twice as great as the total incidence. Th2 
perinatal loss for vaginal delivery in the 
same series was 2.99 per cent. This is as 
would be expected, since there were many 
complications placing the infant in jeopardy 
at the time of section. 

Discussion 
Rupture of old scar 

Although the greatest number of abdomi- 
nal deliveries in this series were done be- 
cause of previous cesarean section, there is 


an increasing number of vaginal deliveries 
among patients with a history of cesarean 


Table 2a 


Ce urean Section Rate At North Carolina 
Baptist Hospital 
1951-1956 
1952 1953 1954 1955 1956 
14% 1.4% 06% 0.6% 1.68% 
19 1.6 1.6 1.9 2.04 
1.8 1.5 1.3 1.5 1.9 


Table 2b 


Six-Year Summary of Deliveries and 
Cesarean Section 


Private Clinic Total 
Deliveries 7,070 2,549 9,619 


Cesarean sections 140 $1 . 171 
Cesarean section rate 2.0% 1.39% 1.82% 


section. The incidence of rupture of a prev- 
ious cesarean section scar is variously re- 
ported as 1 to 3 per cent. Eastman'’”’ found 
an incidence of 2.1 per cent, with 1.0 per 
cent of the ruptures occurring before labor 
and 1.1 per cent during labor. 


Careful attention to the following details 
should significantly reduce the hazard of 
rupture of the uterus in patients who have 
had a previous cesarean section: 


1. Careful history of the previous cesar- 
ean section, including indication and 
postoperative recovery 
Ready availability of operating room 
and blood bank facilities after labor 
ensued 

3. Constant attention by the attending 
physician during labor. 


Obviously, if a previous cesarean section is 
done because of gross fetopelvic dispropor- 
tion after a trial of labor has failed, it 
would be unwise to attempt labor for sub- 
sequent vaginal delivery. If there should be 
evidence of postoperative endometritis or 
other infection in a previous abdominal de- 
livery, one might suspect poor healing of 
the uterine scar. 


The ready availability of operating room 
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38 2.7 
27 1.8 ; 

23 1.5 

23 1.3 

26 1.5 
34 1.9 | 
Clini 
Priv 

Total 
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Table 3 
Primary Indications for Cesarean Sections — North Carolina Baptist Hospital 
1951 - 1956 

1951 1952 1953 1954 1955 1956 6-Year Per Cent 

Total all sections 
Previous cesarean section 18 16 10 12 18 19 93 54.4 
Uterine intertia 3 4 3 2 1 0 13 7.5 
Fetopelvic disproportion 2 3 2 2 4 3 16 9.4 
Placenta previa 5 1 4 1 3 7 21 12.3 
Abruptio placentae 2 0 2 1 0 0 5 2.9 
Malpresentation 3 0 2 0 0 1 6 3.5 
Toxemia 0 1 0 2 0 1 4 2.3 
Elderly primipara* 0 1 0 1 0 0 2 1.2 
Fetal distress 1 0 0 1 0 1 3 1.8 
Other—1 each** 4 1 0 1 0 0 6 3.5 

Previous uterine surgery 0 0 0 0 0 2 2 ae 12 4 
Total 38 27 23 23 26 34 171 100.0 


*1 breech, 1 poor obstetric history 


**Hiatal hernia with bleeding peptic ulcer post mortem; mother died with congenital heart castration for 
adenocarcinoma of breast. Postneumonectomy for tuberculosis. Psychiatric—inertia. 


Table 4 
Infant Mortality At North Carolina 
Baptist Hospital 
1951 - 1955 
(7,871 Deliveries) 


Year S.B. N.B. Total Deaths Total Deaths 

100 Deliveries 
1951 17 22 39 2.81% 
1952 20 31 51 3.36% 
1953 25 31 56 3.76% 
1954 24 27 51 2.91% 
1955 24 20 44 2.55% 
Total 110 131 241 3.06% 
5-yr. 


facilities is of utmost importance. One of the 
delivery rooms was designed as a stand-by 
operating room when the new obstetric 
suite at the North Carolina Baptist Hospi- 
tal was planned. It has been in use since 
October, 1954, and has proved to be of in- 
estimable value and a potent factor in de- 
cisions concerning the management of labor 
in women with previous cesarean sections. 
The necessity for availability of blood needs 
no amplification. 


The constant attendance of the obstet- 
rician is necessary to proper judgment. The 
patient must be observed carefully in order 
to determine if labor is progressing nor- 
mally if vaginal delivery is to be carried 
through. This practice requires more of the 
obstetrician’s time, but in turn affords a 


safer delivery for the mother and infant. 
It is notable from this data that uterine 
inertia, abruptio placentae and fetopelvic 
disproportion are infrequent causes for 
cesarean section. It is also noted that only 4 
sections have been performed because of 
toxemia during the past six years. The ex- 
planation for the low rate of cesarean sec- 
tion in toxemia lies in the fact that many 
cases have been successfully managed by 
the use of intravenous Pitocin drip for in- 
duction of premature labor. A series of 
these inductions’ includes many difficult- 
ies which undoubtedly would have required 
cesarean section if Pitocin induction of pre- 
mature labor had not been successful. 


The low incidence of cesarean section in 
the fetopelvic disproportion group is largely 
explainable by the fact that fetopelvic dis- 
proportion has not been diagnosed clinically 
unless there is extreme disproportion or 
gross deformity of the pelvis. X-ray men- 
suration alone is not adequate to diagnose 
disproportion, nor does it provide sufficient 
indication for cesarean section. A trial of 
labor is necessary to prove disproportion. 
I have had many cases where the roent- 
genographic diagnosis of cephalopelvic dis- 
proportion or contracted pelvis was made 
in which the progress of labor was normal 
or only slightly impaired. In uterine inertia 
there is always a question of whether or 
not vaginal delivery stimulated by Pitocin 
will be successful if used before the mother 


July, 1958 


becomes exhausted and the situation be- 
comes irreversible. 


Summary 

This study of the practice of cesarean 
section at the North Carolina Baptist Hos- 
pital was during a period in which hard 
and fast rules governed the indications for 
cesarean section. This experience comes 
from the clinic service and the private prac- 
tice of nine attending obstetricians. We 
have shown that a conservative use of ce- 
sarean section can result in a satisfactory 
infant survival rate. 

Our perinatal mortality associated with 
cesarean section has been consistently 
higher than that associated with vaginal 
delivery. By no means is cesarean section 
to be condemned, for it is a valuable ad- 
junct to the physician’s armamentarium in 
the management of certain obstetric com- 
plications. The casual use of cesarean sec- 
tion, however, may frequently be the easy 
way out in the management of complica- 
tions due to bleeding, particularly where 
blood may not be readily or abundantly 
available. Problems associated with inertia, 
and not infrequently desultory labor in a 
patient who is suffering from extreme 
anxiety, may prompt one to perform an 
abdominal delivery. In the latter instance, 
the use of cesarean section is to be con- 
demned. An adequate trial of labor should 
always be made in all but the very obvious 
cases of fetopelvic disproportion before ce- 
sarean section is performed. 


Conclusion 
1. The cesarean section experience at the 
North Carolina Baptist Hospital during the 
six-year period 1951 through 1956 is pre- 
sented, showing a gross cesarean section 
rate of 1.82 per cent. 
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2. The primary indications for cesarean 
sections during this six-year period are 
presented. 

3. The infant mortality rate of 3.06 per 
cent is presented (1951-1955). 

4. The conservative practice of cesarean 
section is discussed briefly. 

5. The present incidence of cesarean sec- 
tion at the North Carolina Baptist Hospital 
is justified. 
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of that patient. 


Five minutes of chit-chat by the surgeon at the pre-operative bed- 
side of a patient may contribute incalculable acceleration to the recovery 


Some years ago I sent an octogenarian patient to a 
distant medical center for the repair of a large hiatal hernia. 
geon spent five minutes with the patient the day before he operated, 
explaining among other things that when she “came to” the next day 
she would have a tube coming out of each nostril. It would not be that 
she had done badly or that she was seriously ill. 
Later, the patient told me it was the greatest satisfaction in the world 
to “wake up,” feel for the two tubes and find them both in place! She 
knew she was shooting par.—Read, H. S.: What the Physician Thinks of 
the M.D., J. M. Soc. New Jersey 54:223 (May) 1957. 


The sur- 


It was just his routine. 
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The Test Pool and Nursing Education 


Morir S. MARTIN, M.D. 


MOUNT AIRY 


The North Carolina Board of Nurse Reg- 
istration and Nursing Education is aware 
that you, as members of this Society, are 
keenly interested in the health of the people 
of North Carolina. May we take this op- 
portunity to share with you some facts 
which seem to be influencing the quantity 
and quality of nurses being prepared in 
our schools of nursing. 

It is recognized that the care of the sick 
is a community responsibility. Providing 
competent nursing care for our citizens is 
an increasingly difficult and challenging 
task. 

The General Statutes of North Carolina 
relating to nursing provide a structure for 
conducting schools of nursing, the licensure 
examinations, and the licensure process. 

The Test Pool Licensure Examination 

North Carolina, along with all other 
states and six Canadian Provinces, partic- 
ipates in the State Board Test Pool licen- 
sure examination. This service was started 
in 1945; North Carolina has participated 
since 1949. 

The testing service is under the direction 
of the National League for Nursing. Under 
strict security measures, questions for tests 
in medical, surgical, obstetric, pediatric, 
and psychiatric nursing are prepared by 
nurses from throughout the country. In 
turn, each State Board of Nursing reviews 
all questions before they appear in printed 
form. Each state has the responsibility of 
deleting, revising, or challenging any or all 
questions submitted. In this way each state 
again shares in the preparation of the test. 
Every three years a new series of questions 
is provided. 

Each state determines the passing score 
to be used for candidates in its respective 
jurisdiction. From 1949 to 1955 the re- 
quired passing score in North Carolina was 
lower than that of a majority of the states. 
Nurses licensed in this state were finding it 
increasingly difficult to get a license in 
other states on the basis of their original 
North Carolina license. A careful study of 
complaints from these nurses influenced the 
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Board in raising the passing score from 260 
to 350, to approximate that of more than 
40 other states. A score of 350 represents 
less than half the maximum score attain- 
able on each of the tests, and is considered 
a safe minimum for competent practice. 
This factor also influenced the Board in its 
decision to move the passing score to 350. 

Schools of nursing were notified of this 
decision in 1954 and told that the increase 
would take place in two stages: in Septem- 
ber, 1955, it would be raised to 300, and in 
September, 1956, to 350. 

Since the announcement in 1954, schools 
of nursing in this state have displayed a 
keen interest in strengthening their pro- 
grams. During this time, moreover, consul- 
tation service to schools from the Board 
office has more than doubled. Institutes and 
work conferences have been sponsored by 
the Board, the North Carolina League for 
Nursing, the North Carolina State Nurses’ 
Association, the University of North Caro- 
lina School of Nursing, and Duke Univer- 
sity School of Nursing in an effort to assist 
those schools seeking help. 

A review of the record for 1955, 1956, 
and 1957 shows that we have made some 
improvement, but not enough. During 1957 
739 North Carolina candidates stood the 
examinations for the first time. Each wrote 
in five subject areas, taking a total of 3,695 
tests. Of these, 3,436 tests (93 per cent) 
were passed. Only 65.1 per cent of the can- 
didates, however, were successful in passing 
all five subjects, leaving 34.9 per cent who 
failed. North Carolina ranks well toward 
the bottom of the list in this performance. 


Basic Needs 

As physicians vitally interested in the 
training and use of nursing services, we 
too are confronted with nursing problems. 
As I see it, eight of the basic needs are as 
follows, and as I enumerate them I wish 
each of you would consider how, individ- 
ually and collectively you can contribute to 
the improvement of our training schools. 

1. More full-time instructors are needed, 
since the present ratio is insufficient for 
proper student instruction. A survey made 
in the fall of 1957 showed that the total 
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student nurse enrollment in the 29 diploma 
schools in North Carolina was 2,942. For 
this large number of students the number 
of full-time nurse teaching staff was 131; 
the number of nurse teaching staff who 
served in a dual role was 206. 

2. There are too few patients in many of 
the hospitals to provide varied experience 
for the student nurses. For example, if we 
believe that the way to learn is by doing, 
can we expect them to get what they need 
if 13 students are assigned to a daily aver- 
age of 16 patients? To alleviate this situa- 
tion, we suggest that large hospitals with 
sufficient clinical practice increase their 
enrollments and small hospitals provide af- 
filiations to strengthen their programs. 

3. Students should be more carefully se- 
lected to insure scholastic success. A qual- 
ity program needs quality students. By that 
we mean that unless a student has the 
ability to learn, the best program there is 
will not make her successful. 

4. Better preparation of instructors in 
relation to the positions they hold should be 
encouraged. There is a definite lack of pre- 
pared instructors. In the fall of 1957 there 
were 337 full- and part-time instructors in 
our diploma schools of nursing. Of that 
group 257 (76 per cent) were without a 
basic college degree and many had had no 
preparation beyond the three-year diploma 
program itself. These instructors are inter- 
ested in their work but feel the real need 
for more concrete preparation. A program 
is no stronger than its teachers and stu- 
dents. 

5. Teaching methods used in the class- 
room and in the hospital should be im- 
proved in many of the schools. There is too 
much to learn in a diploma program to 
expect the student to pick up most of it 
from a simple apprentice-type of program 
—as good as it is. Good teaching programs 
in the hospitals require good organization 
and constant supervision by competent su- 
pervisors. 

6. Better plans should be used in assign- 
ing students to practice in the hospital. 
Generally speaking, students are moved 
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about too often. Records show that nurses 
taking State Board examinations do better 
in obstetrics, pediatrics, and psychiatry 
than in medicine and surgery. It is felt that 
the pattern of rotation could influence the 
learning. Medical-surgical training is not 
usually continuous as is training in obstet- 
rics, pediatrics, and psychiatry. The medi- 
cal-surgical experience is a “gap filler.” 
Students are moved in and out of these 
services to fill rotation space, and to man 
the floors when other personnel is not 
available. 

7. Promotion practices need more empha- 
sis. All too frequently failing students are 
kept in school. If a student doesn’t measure 
up, she should be asked to withdraw. 

8. The grading and evaluation systems of 
our schools could be improved. Schools need 
to strengthen their policies regarding pro- 
motion. Students need to be held to stand- 
ards of performance. When they do not 
measure up, guidance may be needed. Social 
passing in schools of nursing is a question- 
able practice. 

These factors cannot be appreciably in- 
fluenced in a short time. The upgrading of 
the faculty members alone is a monumental 
task. The University of North Carolina 
School of Nursing has been exceedingly in- 
terested in getting support for a long-range 
continuing education program to help allev- 
iate this problem. 

Prepared faculty members will improve 
the methods used for selecting, teaching, 
and evaluating students. We need to make 
an energetic start now toward improving 
teacher preparation. 


Conclusion 

The North Carolina Board of Nurse Reg- 
istration and Nursing Education is con- 
cerned with the needs in our schools of 
nursing. It is also aware of the tremendous 
need for more competent nurses. For these 
reasons the Board felt it should share with 
progressive medical men and women some 
of the major problems inherent in bring- 
ing better health care to the people of our 
state. 
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Interpretation and Review of the School-Health 


Coordination Service 
J. W. R. NorTON, M.D.* 
RALEIGH 


Prior to 1939 the State Department of 
Public Instruction and the State Board of 
Health had worked together, in a limited 
and unofficial way, for 20 or more years on 
health programs for school children. During 
these years Dr. George Cooper, who carried 
an enormous burden as director of the State 
Board of Health’s Division of Preventive 
Medicine, took the leadership in the Health 
Program for school children. 


Preliminary Developments 

Early in 1938 the State Department of 
Public Instruction employed Charles E. 
Spencer as the first full-time worker in 
health education and physical education, al- 
though for many years previously Dr. J. 
Henry Highsmith and the members of his 
staff had concerned themselves with im- 
proving health instruction and physical 
education. 

Early in 1939 Dr. Carl V. Reynolds and 
Dr. Clyde A. Erwin began a series of con- 
ferences in regard to (1) the need for 
additional personnel! to work in school 
health and physical education; and (2) the 
need for closer working relationships be- 
tween the health personnel of the two state 
agencies. 

With these needs in mind, they submitted 
a plan that had been approved by the State 
Superintendent of Public Instruction and 
the State Health Officer to the Rockefeller 
Foundation and the General Education 
Board with a request for financial assist- 
ance. The outcome was that these Rocke- 
feller Boards made a supplementary grant 
of $50,000, to be expended over a five-year 
period commencing July 1, 1939. 

The approved plan called for setting-up 
a small coordinating organization to rep- 
resent the interests of the State Depart- 
ments of Health and Public Instruction and 
to be jointly responsible to the directors of 
these two departments. This coordinating 
organization consisted of an advisory com- 
mittee and a full-time operating staff. In 
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addition, the Rockefeller Foundation as- 
signed a member of its field staff to serve 
temporarily as administrative adviser. The 
advisory committee was composed of two 
ex-officio members, representing the State 
Department of Public Instruction and the 
State Department of Health, respectively, 
and three appointive members representing, 
respectively, the State Medical Society, the 
State Teacher Training Institutions, and 
Physical Education interests. This com- 
mittee was to act in an advisory capacity to 
the coordinator, and its individual members 
were expected to guide and assist him as 
technical experts in formulating and exe- 
cuting a unified school] health program. 


Organization 

What now is known as the North Caro- 
lina School Health Coordinating Service 
was organized during the early months of 
the fiscal year 1939-1940. By the end of Sep- 
tember, 1939, a full complement of trained 
employees had been engaged and active field 
work had been inaugurated. The full-time 
staff consisted of a coordinator (director), 
a nurse, a nutritionist, a physical education 
adviser and an assistant, a Negro physician, 
and a Negro health education worker. In 
addition to the regular staff, several nurses 
from the State Board of Health’s Division 
of Preventive Medicine were assigned to 
work with the new organization for vary- 
ing periods of time. 

In addition to the original grant of $50,- 
000, the Rockefeller Board granted funds in 
varying amounts each year from 1940-1947 
for Health Education Workshops to be con- 
ducted by the School Health Coordinating 
Service at one or more institutions. Teach- 
ers who attended were given scholarships 
out of the grant by the Rockefeller Founda- 
tion. These Health Education Workshops 
were continued until 1951 with funds from 
the North Carolina Tuberculosis Associa- 
tion, the North Carolina League for 
Crippled Children, the Cancer Society, and 
other sources. In 1945 the Foundation also 
granted funds to employ a health educator 
for a period of three years, and in 1947 
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funds to employ a mental hygiene consul- 
tant for a period of three years. 

From 1939 until 1947 the School Health 
Coordinating Service worked on a demon- 
stration basis in local counties and cities. 
During the school year 1939-1940, for ex- 
ample, the staff members worked in Stanly, 
Person, Orange, Chatham, and Wayne 
Counties. 


The Statewide Program 

Since 1947 the personnel of the School 
Health Coordinating Service have worked 
with school and health departments on a 
statewide basis, giving advice and in-serv- 
ice training with respect to the following 
services: 

1. Health instruction (30 minutes per day 
or the equivalent required in grades 
1-8 and two periods of 45-60 minutes 
per week in grade 9). Mental hy- 
giene, which is considered a part of the 
health program, is given special em- 
phasis by a consultant assigned to the 
School Health Coordinating Service by 
the State Board of Health. 

2. Physical education (30 minutes each 
day required in grades 1-8 and three 
periods of 45-60 minutes per week in 
grade 9). 

3. The physical and mental aspects of the 
school environment. 

4. Health services, including teacher and 
nurse screening, health appraisals by 
physicians, and follow-up procedures 
for the correction of defects. 

The personnel of the School Health Co- 
ordinating Service includes Charles E. 
Spencer, co-director, employed by the State 
Department of Public Instruction; Dr. 
Robert D. Higgins, co-director, employed by 
the State Board of Health; two health edu- 
cators; two advisers in physical education 
(one position vacant) ; and one mental hy- 
giene consultant. Recently an adviser in 
physical education to administer the Public 
School Athletic Program was assigned by 
the State Department to this Division. 

In addition to giving field services, the 
School Health Coordinating Service rerson- 
nel are responsible for developing, pubiisi:- 
ing, and distributing curriculum materials 
to schools. The Physical Education Curri- 
culum Guide was published in 1952, and 
Health Education was published in 1953. 
Many persons representing schools, col- 
leges, and health departments from all over 
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the state participated on committees, under 
the direction of the School Health Coordi- 
nating Service, in preparing the Health 
Education publication. 

In 1949 the State Board of Health and 
the State Board of Education drew up a 
joint request for special funds to provide 
additional health services for the school 
children of North Carolina. The State 
Board of Education requested $550,000 for 
each year of the biennium and the State 
Board of Health similarly requested $550,- 
000. The 1949 General Assembly appro- 
priated $550,000 to the State Board of Edu- 
cation for each year of the biennium, but 
turned down the requested appropriation of 
the State Board of Health. Out of its gen- 
eral fund for aid to local health depart- 
ments, the State Board of Health set aside 
about $330,000 for school health services 
each year. 

Each General Assembly since 1949 has 
appropriated funds in amounts varying 
from $425,000 to $550,000 annually to the 
State Board of Education, to be allocated to 
local school] administrative units for school 
health, but has appropriated no funds to the 
State Board of Health for school health 
work. 


The Joint School Health Plan 


On June 2, 1949, the State Health Officer 
and the State Superintendent approved the 
“Joint Schoo] Health Plan,” which contained 
statements of policy regarding: 

1. The responsibilities of the two State 
agencies. 

2. The expenditure of school health funds 
of the State Board of Education al- 
located to local school administrative 
units and to funds of the State Board 
of Health earmarked by formula to 
local health department budgets for 
school health. 

The “Joint School Health Plan” was re- 
vised in February, 1952, after it was re- 
viewed and slightly modified in accordance 
with the recommendations of the School 
Health Committee of the Medical Society of 
the State of North Carolina and in consul- 
tation with the North Carolina Dental So- 
ciety. 

The original policies and the most recent 
“Policy Governing the Expenditure of 
School Health Funds,” jointly adopted by 
the State Health and Education Agencies, 
require that local school health plans and 
budget be worked out jointly by the school 


280 NORTH CAROLINA MEDICAL JOURNAL 


superintendent and the health officer, with 
the cooperation of local medical and dental 
societies. School health plans and budgets 
must necessarily be in accordance with 
state law. 

Section 1514 of the Budget Appropriation 
Bill 1957 provides as follows: 


NORTH CAROLINA STATE BOARD OF 
EDUCATION CHILD HEALTH FUNDS 
(1957-1959) 


Sec. 154% of the Budget Appropriation Bill for 
the Biennium 1957-1959. That not less than ninety 
per cent of the expenditures out of the appropria- 
tions for each year made to the State Board of 
Education under The Nine Months School Fund for 
Child Health Program shall be expended for diag- 
nosis and the correction of chronic remediable 
physical defects of public school children through 
the Child Health Program of the State Board of 
Education in the following manner: 


(1) Upon discovery of the defect, if it appears that 
the expenditure of school health funds will be 
required for correction through providing spec- 
tacles, protheses, or other correction of chronic 
remediable defects, the appropriate school of- 
ficial shall forthwith notify the county super- 
intendent of public welfare of the county in 
which the child resides. Thereupon, the su- 
perintendent of public welfare shall make such 
investigation as necessary and only upon his 
certification of financial need shall funds be 
expended for this purpose: Provided, however, 
that in cases of minor dental defects involving 
expenditures not in excess of $10.00, school and 
health department personnel may determine 
financial need. 

Child Health Program funds as defined in this 
Section shall be expended in accordance with 
a uniform State-wide schedule of fees and 
costs, and only to provide spectacles, pros- 
theses and other correction of chronic remed- 
iable defects for public school children: Pro- 
vided that an amount not in excess of ten per 
cent of the appropriation for each year may 
be expended for case finding, health education 
and intensive follow-up services. 


(2 


Conclusion 


Before closing, I would like to make 
three observations as a result of my ex- 
perience in this state and my personal con- 
tacts with other states: 

1. In my opinion we have one of the most 
effective working relationships between 
school and health department personnel, 
local and state, of any state. I am sure a 
good part of this is due to the work of the 
School Health Coordinating Service, the 
Medical and Dental Consulting Committees, 
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and the active interest of the State and local 
school and health boards. 

2. The health service program, financed 
by school health funds, constitutes only a 
small part of the total school health pro- 
gram carried on by schools and health de- 
partments, since there are 80 medical health 
officers, over 500 public health nurses and 
scores of private physicians and dentists 
participating. These funds have made possi- 
ble the correction of many defects of school 
children which would not have been cor- 
rected otherwise. Our health officers and 
nurses used to say over and over again 
prior to 1949, “We find the children with 
the same defects year after year because 
the parents are not able, or are not suffic- 
iently motivated, to pay for the needed cor- 
rective services.” 

3. The State Board of Health fund aid to 
counties remains the same as that appro- 
priated in 1949. The Board of Education 
Child Health funds have been reduced from 
$550,000 to $425,000 a year. It seems rea- 
sonable that North Carolina cannot afford 
to invest less than one dollar a year specif- 
ically for protection and promotion of 
health for the school age child — and we 
have about 1,000,000 school children. 


The Medical Spectator 


Law, Physic and Metaphysic 

1. A businessman, entertaining concupis- 
cent customers while his wife is out of 
town, contracts gonorrhea but does not 
realize it until he has infected her moments 
after her return. Recognizing the setting for 
recrimination, he sends her “for a check-up” 
to his medical confidante who finds that 
the lady has a very early carcinoma of the 
cervix, 


2. A no longer young lawyer maintains 
his illusions by systematically looting trust 
funds which he administers. One of these 
is his favorite because all beneficiaries ex- 
cept one, a 40 year old spinster, have died 
and he can maintain her income from cap- 
ital. She inconsiderately marries and 
promptly becomes pregnant. Frantic, he ac- 
quires a generous supply of an anti-met- 
abolic™ and induces her (innocent of the 
drug’s abortifacient qualities) to take a 
large dose for “morning sickness.” 


3. A married couple, quite happy but 
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childless, consult physicians who determine 
by skin biopsies?) that both parties are 
genetic females, despite physical and psy- 
chological differentiation. 


In the gray and eerie world where these 
people live, outlines are shadowy and def- 
initions vague. If law, medicine, and re- 
ligion have representatives here their 
identities are well hidden, for this is an in- 
tellectual climate which admits no answers 
and despairs of human solutions. Perhaps 
it is this insolubility of the human equation 
which often leads the doctor to drink, the 
minister to the doctor, and the lawyer to 
take refuge in the cold comforts of prece- 
dence. 


To the physician case 1 is probably best 
thought of as one of a malignancy detected 
early and therefore potentially curable. Yet 
the pseudomoralist might be outraged that 
infidelity can lead to the preservation of 
life. The second problem is less attrac- 
tive, revealing as it does human cupidity 
and a deplorable corruption of scientific 
knowledge. Yet it is doubtful whether the 
villain of the piece could be convicted. While 
it is possible that an alert pathologist might 
recognize some evil afoot, conviction of the 
perpetrator is doubtful because of the legal 
uncertainty about when life begins. When 
then is murder not murder and the deed not 
the deed? The never-never land of the third 
situation is one whose inhabitants must re- 
main disappointed but who need not be 
confused by enlightenment about nuclear 
chromatin patterns). 


An added starter, the sociologist, has re- 
cently entered the twilight zone, sponsored 
by, among others, our senior Senator in 
Washington, who is grievously alarmed at 
our Supreme Court because the honorable 
justices are allowing sociology to influence 
their decisions. Here the cold comfort of 
precedence is being shaken by the demand 
for change, and the recorder of the demand, 
the sociologist, is projected into action. Yet 
there are laws more honored by being 
ignored than by enforcement. When popu- 
lation pressures, low water tables, de- 
creased infant mortality, and empty adult 
bellies and pocketbooks converge, it is often 
the law which gets rewritten, too fre- 
quently in blood. 

It might be wise for these four—of law, 


medicine, God, and sociology—and perhaps 
even for our duly elected representatives to 


THE MEDICAL SPECTATOR 281 


consider calmly a recent series of lectures, 
“The Sanctity of Life and the Criminal 
Law,” ®) delivered in 1956 at Columbia 
University School of Law by a wise and 
knowledgeable English jurist. Mr. Glenville 
Williams writes understandingly of the 
physician’s dilemma when faced by prob- 
lems in controlling conception (therapeutic 
abortion is legal but the sale of contracep- 
tive devices illegal in Massachusetts, a sit- 
uation which brings medicine and religion 
to a dead end), sterilization (the author 
praises the North Carolina program), arti- 
ficial insemination (a female physician who 
practices artificial insemination by anony- 
mous donors—A.I.D.—may in certain places 
be prosecuted for adultery), abortion (when 
does life begin?), suicide, and euthanasia. 


These problems we as physicians usually 
meet singly and quietly, because we realize 
the consequences of our actions in terms of 
human misery, our own included. Yet there 
may be occasions when silence is the lesser 
danger. The increasing tendency of irate 
patients to institute malpractice proceed- 
ings and the remarkable generosity of some 
jurors should serve as a warning that either 
we must reassess our position and attitudes 
as physicians or that patients and their 
advisers on occasion may provoke decisions 
which are hardly conducive to human good. 
This is not to say that some malpractice 
does not occur; it does in any profession, 
yet we as physicians seem under particular 
scrutiny at the moment. 


Perhaps this jumble in human relations 
is no more than should be expected when 
the human equation and E = mc? must be 
resolved. Certain considerations of the role 
of medicine in the modern world when faced 
and frequently opposed by big business, 
big labor, and big government will be con- 
sidered next month. 
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HOW SUBSIDIZED ARE DOCTORS? 

In his syndicated column, Mr. Sydney J. 
Harris usually blends information, toler- 
ance, and a delightful sense of humor. For 
some reason, however, he has long nurtured 
a grudge against the medical profession. In 
his column which appeared in the Winston- 
Salem Journal for June 6, after saying that 
Dr. Lowell T. Coggeshall, president of the 
Association of American Medical Colleges, 
had called for federal aid to help build 
teaching facilities for our medical schools, 
he asked, “Well, what about the doctors 
themselves: How much have they contrib- 
uted in the way of donations to medical 
teaching centers? What proportion of their 
incomes —the highest in all professional 
brackets—have they given to expand re- 
search and treatment facilities?” 

Mr. Harris then quoted Dr. Alan Gregg 
as saying that the cost of medical education 
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comes to about $4,000 a year per student, 
but that the tuition fee is only $600 to $900. 

It is beside the point that a great many 
doctors do not agree with Dr. Coggeshall in 
thinking that medical schools should ask 
federal aid for their building programs. It 
is also beside the point that medical fees 
have not risen nearly as much as the cost 
of living, and that now the average doctor 
spends 90 per cent of his working time with 
his patient, whereas at the turn of the 
century he spent only 30 per cent of the 
time with the patient, 70 per cent in travel- 
ing from one to another. 

Mr. Harris overlooks the fact that young 
doctors, after getting their M.D. degrees, 
serve as hospital house officers from one to 
eight years, or longer, for starvation wages 
or for nothing. An editorial in the New 
York Times for May 23 said, in part: 


At the shameful bottom of the totem pole 
among New York City’s employees are the 
full-time internes and residents of our city hos- 
pitals. No teen-age baby sitter would begin 
to sit before the television set for what these 
people are getting to care for the sick. They 
know nothing of the minimum-wage law, or 
extra pay for overtime. They are on active 
duty from 105 hours a week to cver 150 hours, 
including nights and week-ends. 

For this devoted service, for which they 
have prepared by being graduated from four 
years of college and an expensive medical 
education, they receive these handsome salar- 
ies: Internes, $71 a month; assistant residents, 
$104 a month; residents $157 a month. This 
figures out at less than 30 cents an hour... 

For this niggardly wage these doctors dis- 
pense the bulk of the daily medical care given 
to the patients of the municipal hospitals 
under a city administration that prides itself 
on labor relations enlightenment. 

Since the average M.D. gives about three 
years after graduation to this hospital 
training in order to be better prepared to 
care for sick people, a little elementary 
mathematical calculation should convince 
Mr. Harris that the M.D.’s do repay society 
for subsidizing their medical education. 

Subtracting the student’s average tuition 
fee—at least $800 a year—from Dr. Gregg’s 
estimate of the actual cost of his education 
leaves a “subsidy” of $3200 a year, or $12,- 
800 in four years. 

Since the average young doctor could 
earn at least $10,000 a year in practice, but 
serves three years as a hospital house of- 
ficer for not more than an average of $1800 
a year, it seems fair to subtract this sum 
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from $10,000—or more. This would mean 
that he pays back to society the equivalent 
of at least $8200 a year—or $24,600 for 
three years. This is $11,800 more than the 
“subsidy” given him by “society.” 

How many other professional men, Mr. 
Harris, come as near repaying their debt 
to society for their education? 


THE NEW LOOK IN WOMEN’S SHOES* 


A... subject . . . about which a mere 
medical male might be permitted a few 
observations, is the woman’s shoe with the 
rapier toe and the high thin heel. 

For the benefit of those who haven’t 
noticed, the new shoe tapers away to noth- 
ing in front like the bowsprit of a Balti- 
more clipper ship. This may be ideal for a 
woman who has a classical foot with the 
second toe longer than the first. Unfor- 
tunately, the majority of women have an 
unclassical foot with great toe leading by 
a considerable margin and in this case the 
first toe has only two courses open to it. It 
can be pushed beneath the adjoining second 
toe or it may be crowded above it. In either 
case a hallux valgus results. The only way 
this can be avoided is to purchase a shoe 
a size or two longer than the victim’s foot 
but this merely lessens, without completely 
relieving the deformity, for this permits 
the foot to slide forward freely into the 
point of the shoe. 

The current style also demands a heel 
that is higher and narrower than anything 
that has gone before. A recent example 
measured three-eighths of an inch in di- 
ameter on the half round at the point of 
contact with the ground. This means that 
a buxom lass, weighing only 150 pounds, in 
walking will exert momentarily a pressure 
equivalent to more than 2,500 pounds per 
square inch or approximately eight times 
the boiler pressure of a mountain-type 
locomotive. The destructive potential in 
such a situation virtually is unlimited. A 
heel of this size has the penetrating power 
of a gimlet. 

Not only is the bystander jeopardized by 
so lethal an instrument but the owner of 
such shoes is subjected to hazards not 
usually encountered when wearing more 
orthodox footwear. Street car switches and 
pavement gratings, to say nothing about 


*Reprinted from The Virginia Medical Monthly, June, 1958, 
p. 348. 
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the gaps between loosely laid bricks, con- 
stantly menace the wearer of such shoes. 
A friend of the writer had the unnerving 
experience of seeing a female companion 
with whom he was conversing diminish 
three inches in height before his startled 
eyes as the result of her heels sinking in 
sod softened by a recent spring shower. 
But regardless as to how extreme the 
present shoe may become the picture is not 
entirely dark. For those orthopedists and 
surgeons who treat bunions and ingrowing 
nails the recession will not be too severe so 
long as the current style continues. 
H.J.W. 


PARE UP TO DATE 


Some four hundred years ago the great 
French surgeon, Ambroise Paré, was called 
to treat a young nobleman who had had 
his femur fractured by a gunshot wound 
seven months before, and had been sadly 
neglected by his doctors. Paré proceeded 
to take full charge. After making free in- 
cisions for drainage, he supervised the pa- 
tient’s diets and general nursing care. In 
order to insure his patient a good night’s 
rest, he directed that he should be given 
an opiate at bedtime, and then: “we must 
make artificial rain, pouring water from 
some high place into a cauldron, that he 
may hear the sound of it, whereby sleep 
shall be induced on him.” 

Now, four centuries later, history, as is 
its habit, is repeating itself. An enterpris- 
ing manufacturer of various electronic de- 
vices is offering for the trifling sum of $125 
an electronic sleep inducer, which was in- 
vented after “a study and a survey was 
made to discover the type of sound that 
would best induce sleep and it was found 
that the sound of falling rain gave the max- 
imum results.” The device, it is claimed, 
produces the sound of falling rain. The cus- 
tomer is assured that he can “now use 
nature’s way of producing sleep and wake 
up in the morning refreshed without that 
drugged feeling.” 

Instead of the name given the modern 
sleep inducer by the manufacturers, this 
JOURNAL would like to offer the suggestion 
that the name of Paré might be linked with 
it, by calling it the Paré Pacifier. 
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COMING MEETINGS 

New Hanover County Medical Symposium — 
Wrightsville Beach, August 1. 

Ninth Annual Winston-Salem Heart Symposium 
—Robert E. Lee Hotel, Winston-Salem, October 3. 

National Rehabilitation Association Conference— 

George Vanderbilt Hotel, Asheville, October 13- 
15. 

A.M.A. Public Relations Institute—Drake Hotel, 
Chicago, August 27 and 28. 

Academy of Psychosomatic Medicine, Fifth An- 
nual Meeting — Park-Sheraton Hotel, New York 
City, October 9-11. 


NEW MEMBERS OF THE SOCIETY 

The following new members joined the Medical 
Society of the State of North Carolina during 
the month of June. 

Dr. George Irvin Richardson, 307 W. Morehead 
Street, Reidsville; Dr. Joe Robinson, 705 McDonald 
Avenue, Hamlet; Dr. Robert Henry Dovenmuehle, 
Duke Hospital, Durham; Dr. Mary Bertucio 
Arnold, University of North Carolina School of 
Medicine, Chapel Hill; and Dr. Phillip R. Mason, 
303 Davie Avenue, Statesville. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

Dr. Lenox D. Baker, professor of orthopaedic 
surgery at the Duke University School of Medi- 
cine, was elected recently as chairman of the 
Orthopaedic Section of the American Medical Asso- 
ciation. He served as vice chairman during the 
past year. 

Dr. Baker, who also is president of the State 
Medical Society in North Carolina, read a paper 
on “Surgical Procedures to Correct Foot Deformi- 
ties in the Cerebral Palsy Patient” before the 
Orthopaedic Section. In addition to his duties at 
Duke, he also is medical director of the N. C. 
Cerebral Palsy Hospital in Durham. 

While attending the A.M.A. meeting here, he 
also sat in on a forum on medical and surgical 
problems in sports and athletics. 

A physician with a long-standing interest in 
aiding the handicapped, Dr. Baker currently is a 
member of President’s Eisenhower’s Committee on 
Employment of the Physically Handicapped. He 
was the recipient of the 1957 award made by that 
committee to the doctor who has made the greatest 
contribution to the physically handicapped. 

A Duke University Medical Center X-ray tech- 
nologist was honored in Dallas, Texas, recently by 
the American Registry of X-Ray Technicians. 

John B. Cahoon was named recipient of the 
Registry’s Gold Medal for his outstanding service 
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in the field of X-ray technology during the past 
10 years. 

Cahoon, a past president of the American So- 
ciety of X-Ray Technicians, is instructor in ra- 
diology and technical director of the x-ray tech- 
nology course at the Duke Medical Center. During 
the meeting held June 7-12 he was given the annual 
report of the Registry. 


* * * 


A new method of preserving living eye tissue 
for as long as ninety days was reported by Dr. 
Nicholas G. Georgiade, associate professor of sur- 
gery, at the annual meeting of the American 
Medical Association held in San Francisco last 
month. He said that the technique developed at 
Duke utilizes low temperatures and special chem- 
ical solutions to keep corneal tissue alive and 
capable of growth. The solutions contain a num- 
ber of the constituents of human blood and are 
maintained at 45 degrees below zero, Fahrenheit. 

The Duke surgeon said that corneal tissue has 
been preserved for three months to date and that 
longer preservation may be possible. Although 
tissue has not yet been used in transplant proce- 
dures after three-month storage, the new method 
may open the way for “banking” of corneas as 
they become available, Dr. Georgiade pointed out. 

At present, patients who require corneal trans- 
plants must wait until the tissue becomes avail- 
able through the will of a deceased person, and 
the operation must be performed within 48 hours 
after the donor’s death. 

The preservation research is being conducted in 
the plastic surgery laboratories at Duke with sup- 
port from the U. S. Public Health Service and 
the Playtex Park Research Institute, New York 
City. 

* > * 

Plans for a major educational program designed 
to produce physicians who are also skilled medical 
research scientists has been announced at Duke 
University by Dr. W. C. Davison, dean of the 
School of Medicine. 

A unique venture in medical education, the pro- 
gram is planned primarily to train medical stu- 
dents and hospital resident physicians in methods 
and use of research tools for modern scientific 
investigation. 

Financial support during the first three years of 
operation will come from combined grants totaling 
more than three-quarters of a million dollars. 
Approximately $500,000 will be used to provide 
quarters and equipment for the program, while 
the remainder will cover salaries and operating 
expenses over a three-year period. 

Duke Biochemistry Department chairman Dr. 
Philip Handler, who has been instrumental in 
setting up the program, said that “the product of 
modern medical education is a skilled physician. 
However, he has not had equally thorough train- 
ing in the research techniques developed, and used 
in the preclinical sciences (such as genetics, micro- 
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biology, pharmacology and biochemistry) as well 
as in zoology, chemistry and physics.” 

The objective of the Duke program, Dr. Handler 
said, is to intensify training of physicians in this 
area and to draw more doctors back into pre- 
clinical teaching and research. 

The program will be geared to train some 20 
students each year. These will include junior and 
senior medical students, who will integrate the 
research training with their regular four-year 
Medical School curriculum; house staff physicians; 
and a small number of Ph.D. candidates in the 
preclinical sciences and various non-medical science 
departments of the University. 

Selection will be based largely on evidence of a 
“research bent” of inquiring, critical and original 
mind, Dr. Handler said. Priority will be given 
to Duke students, but well qualified applicants 
from other institutions also will be accepted. 

Members of the planning committee for the 
program include Dr. Eugene A. Stead, chairman 
of the Department of Medicine; Dr. Norman D. 
Conant, professor of mycology; Dr. D. E. Smith, 
chairman of the Microbiology Department; and Dr. 
J. E. Markee, chairman of the Anatomy Depart- 
ment. 

* * 

Dr. Leonard W. Fabian, assistant professor of 
anesthesiology has been appointed professor and 
chairman of the Department of Anesthesiology at 
the University of Mississippi Medical Center, Jack- 
son, Mississippi. 

A Duke medical faculty member since January, 
1955, Dr. Fabian formerly taught at the University 
of Arkansas Medical Center. He assumed his new 
position on July 1. 

Dr. Fabian has been active in anesthesiology 
research at Duke. He is co-inventor with former 
Duke instrument engineer George Newton of a 
precision vaporizer for the new anesthetic Fluo- 
thane, which was recently evaluated at Duke. His 
special area of cliincal interest is anesthesia for 
child thoracic surgery patients. 


NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 

Dr. James Harrill has been appointed by the 
Surgeon General, Public Health Service, to serve 
for a five-year term as a member of the Otolaryn- 
gology Graduate Training Grant Committee, Na- 
tional Institute of Neurologic Diseases and Blind- 


ness. 
* * * 


Research Grants received by the Bowman Gray 
School of Medicine are as follows: 

Dr. William Boyce—$6,000 from the American 
Urological Association, for aid in buying equip- 
ment. 

Drs. Robert Cordell and Charles Whitcher— 
$1,500 from the Fluid Research Fund; for Pilot 
Studies on Pulse Wave Changes During Hemor- 
rhage. 
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Dr. Luther Hollandsworth — $1,495 from the 
Fluid Research Fund, for “Pilot Studies on Effic- 
iency of Carbon Absorption under Clinical Condi- 
tions.” 

Dr. Frank Johnston — $500 from the Forsyth 
Heart Society for “Assistance in the Study and Re- 
cording of the Multiple Physiological Modalities 
During Cardiac Surgery.” 

Dr. Robert Prichard—$740 from the Fluid Re- 
search Fund for “Study on the Relationship of 
Pathologic Changes in the Placenta to Toxemias of 
Pregnancy, and Certain Neonatal Syndromes.” 

Dr. Glenn Sawyer — $1,000 from the Forsyth 
County Heart Society for “Cardio-Green Studies in 
Congenital Heart Disease’; and $4,500 from the 
William S. Merrell Company (Cincinnati, Ohio) 
for “Clinical Evaluation of Nicotinic Acid Prep- 
aration MRD-50 in Regard to Serum Cholesterol 
Levels.” 

Drs. Robert Strobos and Eugene Conrad—$1,000 
from the Fluid Research Fund for “Electroence- 
phalographic Spread of Seizure Discharges in Var- 
ious Basal Ganglia Following Electrica] Stimulation 
or as Influenced by Various Anticonvulsant or 
Other Pharmacological Agents.” 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 

Dr. Ernest H. Wood, professor of radiology in 
the University of North Carolina School of Medi- 
cine recently, was named president-elect of the 
Association of University Radiologists at the an- 
nual meeting of this society in Baltimore. 

Dr. Wood is a past president of the North 
Carolina Radiological Society and currently is a 
trustee of the American Board of Radiology. Be- 
fore assuming his present post in 1952, he was 
associate professor of radiology at Columbia Uni- 
versity. 

* 

Dr. Harley C. Shands, associate professor of 
psychiatry, has been awarded a fellowship by the 
Commonwealth Fund for a year’s study beginning 
in September, 1958. 

Dr. Shand’s work, which will be done in London, 
will concern his current book on psychotherapy. 
He will make his headquarters at Maudesley Hos- 
pital at the Institute of Psychiatry of the Uni- 
versity of London. 

* 

Dr. Ralph Penniall, assistant professor of bio- 
chemistry, has been awarded an Advanced Re- 
search Fellowship by the American Heart Asso- 
ciation for a two-year period beginning Septem- 
ber 1. 

Dr. Penniall’s research will be concerned with a 
study of the adenosinetriphosphatases of heart 
muscle with particular emphasis upon the aden- 
osinetriphosphatases which are activated by mag- 
nesium and dinitrophenol. He will join the U.N.C. 
Department of Biochemistry and Nutrition in Sep- 
tember after the termination of a two-year period 
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of postdoctorate study at the Enzyme Institute of 
the University of Wisconsin. He was visiting as- 
sistant professor in the department during the 


winter quarter of the current year. 
~ * 


Dr. William P. Richardson, assistant dean for 
Continuation Education, has announced prelimi- 
nary plans for three postgraduate medical] pro- 
grams to be held during the fall quarter. 

The first of these programs will be held in co- 
operation with the Buncombe County Medical 
Society. The course will meet at the Memorial Mis- 
sion Hospital, Asheville, on Tuesday afternoons 
and evenings for six weeks beginning on Septem- 
ber 16. Dr. J. Paul Young of Asheville is chairman 
of the local postgraduate education committee. 

A postgraduate course will be held in Morganton 
in cooperation with the Burke County Medical 
Society. The course will meet at Grace Hospital on 
Wednesday afternoons and evenings for six weeks 
beginning on September 17. Dr. W. H. Kibler 
of Morganton is chairman of the local postgrad- 
uate education committee. 

The second annual School of Medicine Sympos- 
ium will be held in Chapel Hill on November 20 and 
21. This year’s program will be a postgraduate 
course in cardiovascular and cerebral-vascular dis- 
eases and will feature Dr. W. Proctor Harvey of 
Washington and Dr. Joseph M. Foley of Boston 
as guest participants. 

These courses are approved for credit by the 
American Academy of General Practice. Complete 
programs will be announced during August and 


September. 
* 

Dr. Myron G. Sandifer, Jr., assistant professor 
in the Department of Psychiatry of the School of 
Medicine, has been appointed by Governor Luther 
Hodges as North Carolina’s official representative 
on the Southern Regional Council on Mental 
Health Training and Research. 

The Council was organized by the Southern Re- 
gional Education Board at the request of the 
Southern Governors’ Conference in order to for- 
ward a regional program in mental health training 
and research. This program was recommended 
after state surveys made in 1954, and is designed 
to help states and institutions solve their prob- 
lems in mental illness and health. 

Among Dr. Sandifer’s duties in his capacity as 
the North Carolina representative to the Council 
is the chairmanship of a current survey of mental 
health research in North Carolina. 

Miss Mildred L. Wood, assistant professor of 
physical therapy, attended the annual conference 
of the American Physical Therapy Association in 
Seattle, Washington, recently. 

Miss Wood represented the University of North 
Carolina’s curriculum in physical therapy and 
was chief delegate for the North Carolina Physi- 
cal Therapy Association at this annual conference 
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which attracted over 1,000 physical therapists from 
throughout the United States and the world. 
* 

Dr. Judson J. Van Wyk, assistant professor of 
pediatrics, has been elected to a four-year term of 
the Editorial Board of the Journal of Clinical En- 
docrinology and Metabolism. 

ok * 

Factors influencing bone formation and malform- 
ation will be studied under two grants to the 
University of North Carolina School of Medicine. 

The two grants, totalling $12,650, were an- 
nounced by the Easter Seal Research Foundation. 
According to Dr. William T. Sanger, chancellor of 
the Medical College of Virginia and chairman of 
the foundation’s board of trustees. The two U.N.C. 
grants are part of awards recently made by the 
foundation amounting to $86,390. They will sup- 
port individual but related studies which may con- 
tribute to prevention and treatment of rickets and 
other diseases of the bone. 

The first project, which received a $6,785 award, 
is called “Studies of Phosphorus Metabolism with 
Particular Reference to the Renal Mechanism of 
Reabsorption and Excretion of Phosphate under 
Various Conditions.” 

Dr. T. Franklin Williams is the principal inves- 
tigator for this project in which the kidney 
mechanism for reabsorbing and excreting phos- 
phate will be studied. It will attempt to determine 
if improper function in reabsorption of salt may 
be responsible for certain types of rickets, other 
bone diseases, and disorders of the parathyroid 
glands. 

The related study, which received a grant of 
$5,865, concerns the role of the parathyroid hor- 
mone in metabolic bone disease. As principal in- 
vestigator, Dr. Mary B. Arnold, will attempt to 
develop a new biologic method of analyzing activity 
of the hormone in relation to the glands’ action. 
She also will work with Dr. Williams in studying 
the effect of vitamin D on phosphate excretion. 

Dr. T. Franklin Williams was among the pro- 
gram participants at the American Medical Asso- 
ciation’s annual meeting in San Francisco, Cali- 
fornia. He spoke before the section on experi- 
mental medicine and therapeutics, presenting a 
paper entitled: “An Analysis of Some Features 
of Renal Tubular Dysfunction.” 

* 

Dr. Charles Fulghum of the Department of 
Psychiatry of the University of North Carolina 
School of Medicine participated in a recent meet- 
ing on alcoholism at Charlottsville, Virginia. 

This meeting was sponsored by the State of 
Virginia Division of Alcohol Studies and Rehabili- 
tation. Dr. Fulghum presented the psychiatric point 
of view in a panel discussion of this problem. 

* 


Dr. David R. Hawkins, associate professor in 
the Department of Psychiatry, attended the recent 
meeting of the Old North State Medical Society 
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at North Carolina College in Durham and served 
as a panelist in a discussion of “Hypochondriasis.” 
* 

Four members of the Department of Biochemistry 
and Nutrition recently attended the meeting of the 
Federation of American Societies for Experimental 
Biology in Philadelphia. They were Drs. M. K. 
Berkut, J. E. Wilson, C. L. Yarbro, and J. L. Irvin. 

~ * 

Dr. Thomas B. Barnett of the U.N.C. School of 
Medicine was a recent speaker at a meeting of the 
Wilson County Medical Society and discussed “An- 
tibiotics in the Treatment of Common Pulmonary 
Infections.” 


NATIONAL REHABILITATION ASSOCIATION 

“The Handicapped and Work” is the theme for the 
next Conference of the National Rehabilitation 
Association, convening at the George Vanderbilt 
Hotel, Asheville, October 13, 14, and 15, Col. 
Charles H. Warren, North Carolina Director of 
Vocational Rehabilitation, announced recently. 

As general conference chairman and spokesman 
for the 16 North Carolina educational, social and 
mental agencies sponsoring the Conference, Colonel 
Warren outlined preliminary plans. 

Approximately 1,500 professional and lay work- 
ers in the United States, Hawaii, Alaska, and 
Peurto Rico, are seeking through an expanded 
program the annual placement of over 200,000 
disabled in suitable jobs, said Colonel Warren. 
These rehabilitation workers will develop better 
techniques and methods involved in the restoration 
of the physically and mentally handicapped to the 
fullest mental, physical, social, vocational and 
economic usefulness of which they are capable. 

The Medical Society of the State of North Caro- 
lina is among the Conference sponsors. 

E. B. Whitten, Washington, D. C., is executive 
director of the National Rehabilitation Association. 


NINTH ANNUAL WINSTON-SALEM 
HEART SYMPOSIUM 

The ninth annual Winston-Salem Heart Sym- 
posium will be held at the Robert E. Lee Hotel on 
Friday, October 3. The program has been arranged 
as follows: 

Morning Session 
8:30 Registration—Mezzanine 
9:00 Presiding: Harold D. Green, M.D., Wins- 


ton-Salem 
Newer Diagnostic Tools in Cardiovascular 
Disease 
Moderator: James V. Warren, M.D., 
Durham 
Panel: George Harrell, M.D., Gainesville, 
Florida 


Frank Damman, M.D., Charlottes- 
ville, Virginia 
Emory Miller, M.D., Winston-Salem 
10:15 Who Are Candidates for Cardiac Surgery? 
Frank Damman, M.D. 
Introduction by Charles Stamey, M.D. 
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11:15 Intermission 
11:30 Modern Techniques in Cardiac Surgery 
W. Harry Muller, M.D., 
Charlottesville, Virginia 
Introduction by Frank R. Johnston, M.D. 
12:30 p.m.—Announcements and Lunch 
Afternoon Session 
2:00 Presiding: Edward Schoenheit, M.D., 
Asheville 
Gluttony, Obesity, and Vascular Deteriora- 
tion 
William Parson, M.D., 
Charlottesville, Virginia 
Introduction by A. J. Crutchfield, M.D. 
3:00 Surgical Approaches to Occlusive Peripheral 
Vascular Diseases 
W. Harry Muller, M.D. 
3:45 Intermission 


4:00 to 
5:00 Resuscitation in Sudden Death 
Moderator: 


William Burnett, M.D., 
University of N. C. School of Medicine 
Panel: Leonard Nanzetta, M.D., 
Winston-Salem 
W. Harry Muller, M.D. 
George Harrell, M.D. 
6:00 Social Hour—Ballroom 
7:00 Dinner—Balinese Roof 
Presiding: A. J. Crutchfield, M.D. 
Invocation: Dr. Jack R. Noffsinger 
Pastor, Knollwood Baptist Church 
Address: Fats In Your Future 
George Harrell, M.D. 
Demonstration of Flowmeter and Heart Lung 
Machine—Merril] P. Spencer, M.D., Frank R. 
Johnston, M.D., and Robert Cordell, M.D. 
This program has been approved by the A.A.G.P. 
for six and one-half hours of credits. 


POSTGRADUATE MEDICAL SEMINAR CRUISES 

Hundreds of physicians, from the Atlantic to 
the Pacific, will go on two postgraduate medical 
seminar cruises out of Wilmington this fall, aboard 
the MS Stockholm. Although medically sponsored, 
the cruises will be open to the public, according 
to the Allen Travel Service, 565 Fifth Avenue, 
New York, which will conduct them. Already, ac- 
cording to word from New York, reservations are 
going fast, but there remain a number of choice 
cabins available. Doctors from 20 states already 
have booked passage. 

The first cruise, sponsored by the Ohio State 
University College of Medicine, will sail November 
11 and last fifteen days, with stops at Havana, the 
San Blas Islands, the Panama Canal, Curacao, La 
Thomas and San Juan. There will be opportunities 
to visit the following places by air: Merida, Guate- 
mala, Bogota, or Lima. A strong faculty has been 
selected to conduct the postgraduate course, and 
thirty hours of credits acceptable to Category I, 
postgraduate requirements AAGP, will be given. 

The second medical seminar postgraduate cruise 
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will start November 28 and last ten days, taking 
the physicians and others to San Juan, St. Thomas, 
Ciudad Trujillo and Nassau. This will be sponsored 
by the Kentucky Academy of General Practice and 
the faculty will be drawn from the University of 
Louisville School. 

The first medical cruise out of North Carolina 
on the Stockholm was sponsored by the North 
Carolina Academy of General Practice in 1954. The 
next was sponsored by the Duke School of Medi- 
cine in 1955. In 1956, the University of Pennsyl- 
vania School of Medicine sponsored the cruise, and 
last year Jefferson gave a postgraduate course, 
which also was in Caribbean waters. 

The first of this year’s cruises can be taken for 
as little as $325, while accommodations for the 
second will come as low as $225. 

There will be shore excursions, but in port the 
Stockholm will be used as a hotel. 


EDGECOMBE-NASH MEDICAL SOCIETY 
Dr. Frank Williams of N. C. Memorial Hos- 
pital in Chapel Hill spoke at the July meeting of 
the Edgecombe-Nash Medical Society. His subject 
was “Metabolic Diseases.” 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 
“V.LP. Meeting” Theme of PR Institute” 

“Widescreen medical public relations” focusing 
on a broader segment of national life will be con- 
sidered when key medical men meet in Chicago 
August 27 and 28 for A.M.A.’s Public Relations In- 
stitute. The 1958 session at the Drake Hotel, billed 
as the “V.I.P. Meeting,” is designed for physi- 
cians, medical society staff personnel and others 
working in the medical public relations field. The 
keys to the medical profession’s public relations 
program in the year ahead are symbolized in the 
meeting title and will be revealed at the day-and- 
a-half-long session. 

The workshop-styled program will open the 
session with a discussion of medicine in a chang- 
ing world. From the lead-off “what do you know?” 
session the meeting will move into deliberations 
on “what have you got to say?” “how do you say 
it?” “who do you know?” and “are they listen- 
ing?” 

Top people in related fields, including communi- 
cations and human relations, will take part in the 
program . 

A.M.A. Conducts Nursing Home Study 

A field survey of approximately 25 skilled nurs- 
ing homes in various sections of the country is 
being conducted this summer by the A.M.A.’s 
Council on Medical Service. Primary purpose of 
visits to these public, proprietary and non-profit 
facilities will be to obtain data that will aid in 
developing recommended guides and standards gov- 
erning medical care in nursing homes. It is ex- 
pected that much valuable information will be 
gathered on other important phases of nursing 
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home operation— including nursing care, social 
service, food service, staffing and personnel poli- 
cies, and costs. Tentative plans call for publishing 
the results of the survey, along with suggested 
standards for medical care and supervision, this 
fall. 

This field study is one of the activities which has 
grown out of meetings of the liaison committee 
of the American Medical Association and the 
American Nursing Home Association. Other prob- 
lems currently under the committee’s consideration 
are the adequacy of welfare payments for nurs- 
ing home care, ways of financing new and improved 
nursing home facilities, and stimulation of a better 
working relationship between nursing homes and 
physicians at both the state and local levels. 

A.M.A. Produces New Film on Food Quackery 

How modern “medicine men” dupe the public 
into spending millions of dollars on unnecessary 
or over-priced nutritional products is the story 
unfolded in a new American Medical Association 
film. Prepared especially for airing over local tele- 
vision stations under the auspices of local medical 
societies, this new 27-minute film—‘The Medicine 
Man” — dramatically pinpoints the fight against 
quackery in the food and nutrition field. 

First showing of the film will be the A.M.A.’s 
Public Relations Institute August 27-28 at the 
Drake Hotel, Chicago. Prints will be available to 
local medical societies after September 15 from 
the A.M.A. Film Library. 

A.M.A. Publishes Report on Hill-Burton 

Results of a two-year study of the Hill-Burton 
Hospital Survey and Construction Program will be 
available in booklet form August 1 from the Com- 
mittee on Medical and Related Facilities of the 
A.M.A.’s Council on Medical Service. A limited 
number of copies will be available to individual 
physicians and medical societies. 

New Films Available from A.M.A. 

Three new non-scientific films for lay audiences 
recently have been added to the A.M.A.’s Film 
Library. (1) “You Are There: The Discovery of 
Anesthesia”—a 25-minute film narrated by Walter 
Cronkite of CBS Television; (2) “You Are There: 
The First Major Test of Penicillin’—a 25-minute 
film also produced by CBS Television and narrated 
by Walter Cronkite; (3) “Someone Is Watching”— 
depicting actual cases from the files of the New 
York State Health Department’s Bureau of Nar- 
eotics Control. The latter film runs 16 minutes. 
All three of these 16mm, black and white sound 
films are available from A.M.A. for showings by 
state and local medical societies. 

A.M.A. to Publish Work Absence Guide 

The A.M.A.’s Committee on Medical Care for 
Industrial Workers (a joint committee of the 
Councils on Medical Service and Industrial Health) 
currently is working on a “Guide for Measuring 
Work Absence Due to Illness and Injury.” In an 
effort to obtain additional data for such a booklet, 
the Committee will publish a “preliminary guide” 
which will be used in field surveys and will be 
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mailed about August 1 to companies, individuals 
interested in the subject, and medical societies. 
Medical societies may send information on their 
activities in this area to the Committee. 


A.M.A. Adopts New Code for Doctors and Lawyers 

A new “National Interprofessional Code for 
Physicians and Attorneys” was approved by the 
A.M.A.’s House of Delegates at its Annual Meet- 
ing in San Francisco. The Code will serve as a 
suggested guide for physicians and attorneys in 
their inter-related practice in the areas covered 
by its provisions—subject to the principles of med- 
ical and legal ethics and the rules of law prescribed 
for their individual conduct. 

The Code was formulated by a joint national 
medicolegal liaison committee made up of represen- 
tatives appointed by the American Bar Associa- 
tion and the American Medical Association. The 
three medical representatives include Drs. David 
B. Allman, Hugh Hussey and George Fister. Be- 
sides drawing up this new Code, the joint com- 
mittee has considered such things as the encour- 
agement of state and local medicolegal meetings, 
medical professional liability problems, medicolegal 
forms and the possibility of establishing medico- 
legal courses in law schools and medical schools. 

The Code has been prepared in general terms to 
permit its adaptation in light of local conditions. 
The same Code will be presented for approval to 
the Board of Governors and the House of Dele- 
gates of the American Bar Association at its meet- 
ing in August. 

In the preamble the Code states that it “will 
serve its purpose if it promotes the public wel- 
fare, improves the practical working relationships 
of the two professions, and facilitates the admin- 
istration of justice.” Various sections cover such 
topics as medical reports; conferences between the 
physician and the attorney; subpoena for medical 
witness; arrangements for court appearances; phy- 
sician called as witness; fees for services of phy- 
sician relative to litigation; payment of medical 
fees; implementation of the Code at state and local 
levels; consideration and disposition of complaints. 


AMERICAN ASSOCIATION OF MEDICAL 
ASSISTANTS 

Plans have been made for the Second Annual 
Convention of the American Association of Medical 
Assistants to be held at the Palmer House, Chica- 
go, Illinois on October 31, November 1 and 2, 1958. 

The American Association of Medical Assistants 
is made up of men and women employed as as- 
sistants in the offices of Doctors of Medicine. The 
Association was conceived in Kansas City, Kansas 
during the fall of 1955 when interested persons 
from fifteen states met to make plans for a formal 
organization, and the First Annual Convention was 
held in San Francisco, California in October, 1957. 
Now, with a membership of nearly 6,000 repre- 
senting seventeen states, and with the approval of 
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State Medical Societies and the American Medical 
Association, this Association is well under way. 

It is to the advantage of the medical profession 
to have their medical assistants affiliated with this 
organization. 

The American Association of Medical Assistants 
would welcome the opportunity to give information 
concerning the organization and to assist with the 
formation of County and State Societies. Inquiries 
may be addressed to Miss Hallie Cummins, R.R.L., 
Chairman of the Public Relations Committee, Med- 
ical Record Library, Caro State Hospital for Epilp- 
tics, Caro, Michigan. 


NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 

A record breaking number of more than 10,000 
crippled children and adults are heading for the 
great outdoors as the largest number of summer 
camp; ever to operate or be supported under the 
Easter Seal banner open in all parts of the nation. 
Dean W. Roberts, M.D., executive director of the 
National Society for Crippled Children and Adults, 
also known as the Easter Seal Society, estimates 
that more than 100 resident and day camps in 31 
states from Maine to California will welcome hand- 

icapped campers during the summer months. 
He pointed out that camping gives the crippled 
child an opportunity to benefit from the health 
values of outdoor living coupled with the enjoy- 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


1 
THINGS WORTH KEEPING 


Speech is free for the asking, 
here in America. But it’s not 
free for the keeping! Protect- 
ing our American heritages 
costs money—a great deal of 
money. 


It takes money for strength 
to keep the peace. Money for 
science and education to help 
make peace lasting. And 
money saved by individuals. 


Your Savings Bonds, as a 
direct investment in your 
country, make you a Partner 
in strengthening America’s 
Peace Power—helping us keep 
the things worth keeping. 


Good cash investment, too. 
Put 3 dollars into Series E 
Bonds—take out 4 in just 8 
years, 11 months. 


Safe. Both interest and 
principal guaranteed by the 
U.S. Government. Every 
Bond recorded, so if it’s lost, 
stolen or destroyed it can be 
replaced, free. 


Automatic saving. The Pay- 
roll Savings Plan is the auto- 
matic way to save for the big 
things in life. Look at the 
chart. See how easily you can 
get a nest egg! 


(in just 8 years, 11 months) 


you $2,500 | $5,000 | $10,000 
each week, sans | soso | $18.75 


This shows only a few examples. You 
can save any sum, buying Bonds by 
Payroll Savings or where you bank. 
Start your program now! 


HELP STRENGTHEN AMERICAS PEACE POWER 


BUY U.S. SAVINGS BONDS 


WOW YOU CAN REACH YOUR SAVINGS GOAL 
: 
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ment of constructive play through sports, arts and 
crafts, and other recreational aetivities. 

Camping facilities this summer operated or sup- 
ported by Easter Seal Societies include two camps 
in North Carolina, one for white and one for 
Negro children. 


AMERICAN HEARING SOCIETY 

Walter C. Laidlaw of Detroit, Michigan, was re- 
elected to the presidency of the American Hearing 
Society at its thirty-ninth annual conference in 
San Francisco, June 3-6. In accepting the agency’s 
highest office, he pledged continued support of an 
increasingly effective public relations program, as 
well as other activities designed to further the 
Society’s services. 


CALEB FISKE PRIZE ESSAY CONTEST 

The Trustees of America’s oldest medical essay 
competition, the Caleb Fiske Prize of the Rhode 
Island Medical Society, announce as the subject for 
this year’s dissertation “Bronchogenic Carcinoma 
—Predisposing Causes.” The dissertation must he 
typewritten, double spaced, and should not exceed 
10,000 words. A cash prize of $300 is offered. 
Essays must be submitted by December 31, 1958. 

For complete information regarding the regula- 
tions write to the Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 106 Francis Street, 
Providence 3, Rhode Island. 


WORLD MEDICAL ASSOCIATION 

Dr. Louis H. Bauer, Secretary General of The 
World Medical Association, announced that on 
July 1, 1958, the facilities of a Central Repository 
for Medical Credentials had become available to 
the doctors of the world. 

Information relative to the facilities and meth- 
ods by which doctors could employ the services of 
the repository were issued in May. During June, 
the Secretariat of The World Medical Association, 
United States Committee, Inc. issued individual 
announcements of this service to a cross section 
of selected doctors in the United States in order 
to sample test the doctor-interest in such a service. 
As of July 1, more than 20 per cent of the test 
group had indicated a desire to avail themselves 
of the protection the repository offered for their 
medical credentials. 


PAN AMERICAN SANITARY BUREAU 

Dr. Carlos Luis Gonzales has assumed the duties 
of Assistant Director of the Pan American Sani- 
tary Bureau. His designation, made by Dr. Fred 
L. Soper, director of the bureau, was unanimously 
approved by members of the Executive Committee 
of the Pan American Sanitary Organization. 

* * 

The Eleventh World Health Assembly meeting in 
Minneapolis recently unanimously elected as Pres- 
ident of the World Health Assembly, Dr. Leroy E. 
Burney, the Surgeon General of the United States. 
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Dr. Burney, 51, was chosen to succeed Dr. Sabin 
Hassan Al-Wahbi of Iraq. A native of Indiana, he 
was appointed Surgeon General in August, 1956. 

* 


(Bulletin Board continued on page 292) 


Flexin Shows Promise in Treatment of Gout 

A drug widely used over the past two years to 
relieve skeletal muscle spasm has a “potent uri- 
cosuric effect,” according to a report in The New 
England Journal of Medicine (258:894-896 (May 1) 
1958). This finding on the drug Flexin (McNeil) 
is described by Drs. Elizabeth B. Reed, Thomas V. 
Feichtmeir and Forrest M. Willett of the Veterans 
Administration Hospital in San Francisco. 

Evidence to date indicates that, unlike the uri- 
cosuric agents, salicylate, cinchophen and ethyl 
biscoumacetate, Flexin does not affect production 
of prothrombin or Factor VII, the physicians state. 

Flexin “is an effective uricosuric agent with 
rapid onset of action, comparing favorably with 
probenecid and salicylates,” they conclude. “Its 
apparently low toxicity and additional property of 
reducing skeletal-muscle spasm may enhance its 
potential value in the treatment of chronic gout.” 

They stress, however, that during administra- 
tion of the drug, an adequate urine volume and 
an alkaline urine are desirable to minimize the 
possibility of urate precipitation in the urinary 
tract. 


Facts and Oils in the Diet 

An informative eight-page booklet, entitled 
“Facts and Theories About Fats and Oils in the 
Diet” has been prepared by the Wesson Oil People 
for distribution to professional personnel in the 
medical and nutritional fields. 

Information in the booklet was derived from the 
writings of such medical authorities as A. Keys, 
B. Bronte-Stewart, L. W. Kinsell, F. J. Stare and 
J. M. Beveridge and others. 

For free copies of the booklet write the Wesson 
Oil People, P.O. Box 1327, New Orleans 10, 
Louisiana. 


New Agent Tridal Effective for 
Geriatric Gastrointestinal Conditions 
A new agent Tridal (Lakeside) is the “choli- 


nolytic drug of choice in a variety of gastrointest- 
inal conditions, and is particularly indicated in the 
‘over 65’ age group due to the absence of side 
effects common to these patients,” according to a 
report from the Forest Hills Nursing Home and 
Rehabilitation Center in New York. 

Tridal is a combination of two postganglionic 
parasympathetic inhibitors: Dactil and Piptal. Dactil 
is a viscera] eutonic for relieving pain and spasm 
in the upper gastrointestinal tract; Piptal is a 
potent antisecretory and antispasmodic agent de- 
signed specifically for the treatment of peptic ulcer. 
Their combined activity is aimed at providing im- 
mediate and prolonged relief throughout the gas- 
trointestinal tract. 
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Delegates of 88 countries attending a commem- 
orative meeting of the World Health Assembly 
were informed recently that the United States was 
prepared to contribute substantially to a world 
attack on major illnesses such as cancer and heart 
disease. 

The statement was contained in a message from 
the President of the United States and read by 
his brother, Dr. Milton S. Eisenhower, as part of 
a two-day program to commemorate the X Anni- 
versary of the World Health Organization. 

Earlier, Mr. Marion B. Folsom, United States 
Secretary of Health, Education and Welfare, sug- 
gested that the United States grant to WHO would 
amount to approximately $300,000. 

The message from President Eisenhower de- 
scribed the World Health Organization as “a 
proven instrument through which nations and 
peoples of the World can combine their efforts, in 
friendship, toward the building of a true peace.” 


VETERANS ADMINISTRATION 

A new blood test may help doctors diagnose a 
comparatively rare but frequently fatal disease in 
time for effective treatment, Veterans Adminis- 
tration reported today. 

The disease, called LE (for lupus erythemato- 
sus), affects the connective tissues of the body and 
may attack the skin, joints, kidneys, and other 
organs, Dr. Ruth H. Wichelhausen of the Wash- 
ington, D. C., VA hospital said. 

The test uses a blue dye, called 2-6dichloro- 
phenolendophenol, that changes color when mixed 
with a blood sample from a person who has LE. 
It often shows the presence of the disease even 
before definite clinical signs and other laboratory 
signs can be detected. 

The method was devised by Dr. C. David Cooper 
of George Washington University and Drs. Thomas 
McPherson Brown, William R. Felts, and Ruth H. 
Wichelhausen of that university and the D. C. VA 
hospital. 
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DEPARTMENT OF THE AIR FORCE 

Colonel Raymond T. Jenkins, USAF (MC), was 
recently assigned to the Office of the Surgeon Gen- 
eral, U. S. Air Force, as Deputy Director of Plans 
and Hospitalization. His previous assignment was 
Surgeon of the Twelfth Air Force. 

Colonel Jenkins was born in Kinston, North 
Carolina, and received his medical degree from 
Duke University Medical School in 1935. He 
entered military service in 1939 and served in the 
Southwest Pacific Theater during World War II 
and in the Far East during the Korean Conflict. 
He is a graduate of the Command and General 
Staff School and the Air War College. 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 

Twenty-three prominent physicians, nurses, so- 
cial workers, hospital administrators, and public 
health officials met in Roanoke, Virginia, June 
9-13, at the invitation of the Public Health Service 
to consider organized home care programs in the 
United States. Citing the fact that there are now 
approximately 50 programs functioning in this 
country which provide coordinated, health services 
to patients in their own homes, the group urged 
more widespread development and support of such 
community programs by federal, state and local 
health and welfare agencies; the health and health- 
related professions; and health insurance agencies. 


Dr. Gundersen Becomes A.M.A. President 


Dr. Gunnar Gundersen of La Crosse, Wisconsin 
was inaugurated as the one hundred twelfth pres- 
ident of the American Medical Association at the 
Association’s one hundred seventh annual meeting 
held June 23-27, 1958. In his inaugura] address, 
he called upon the members of the Association 
and all doctors of the world to provide the spark 
of leadership in advancing medical statesmanship 
which must be used to augment the methods of 
political diplomacy. 
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Controls Stress 
Relieves Distressin smooth muscle spasm 


new 
Pro-Banthine win Dartal 


— for positive relief of cholinergic spasm. — a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 

offers greater safety, flexibility and 

Safer effectiveness in stabilizing emotional 
Stabilization of agitation. 

\ Emotion 


The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 

Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 

Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. Dp. SEARLE « co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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For Speedier Return to Normal Nutrition 


and the Protein Depletion 


of Severe Infectious Disease 


oe. from severe infectious processes entails more 
than emergence from the effects of the causative agent. 
The semistarvation, the inactivity, the suppression of 
physiologic activity must all be corrected as rapidly 
and thoroughly as can be tolerated by the patient. 


Return to normal nutrition can be speeded by an 
easily digested diet high in top quality protein and 
vitamin-mineral components. 


Lean meat serves several purposes in such a program: 
It supplies easily digested protein of highest biologic 
quality for rapid re-establishment of nitrogen balance; 


it provides the gamut of B vitamins as well as certain 
minerals important to sound nutrition, and it brings 
appetite-stimulating flavor to meals, a consideration not 
to be underestimated in the psychic rehabilitation of 
appetite. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Squibb Standardized Root Rauwolfia 


is the solid base SL 


Raudixin helps 
you relieve 
pressures on 
your patients 


Raudixin helps 
you relieve 
pressures in 
your patients 


Raudixin “relieves 
anxiety and tension, 


Raudixin “lowers 
blood pressure and slows 


the pulse rate much particularly the 
more efficiently than the tension headache 
barbiturates. ... It is not of the mild 
habit-forming and is hypertensive patient, 
synergistic with all other better than 


known hypotensive drugs.”* any other drug.”* 
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To the future... 


A young woman needs the help of those 
concerned with human welfare . . . to 
build and maintain a healthful future 
for herself and her children. 

A good diet is needed before preg- 
nancy to insure optimum growth of all 
tissues and adequate storage of calcium 
in the skeleton . . . and during preg- 
nancy to prevent any undue nutrient loss 
from maternal tissues, and to permit 
storage of nutrients in the body of the 
growing infant. Nutritional supple- 
ments are generally neither effective nor 
economical substitutes for a good diet 
and do not provide opportunity for cor- 
rection of faulty eating habits. Their 
use without evidence of deficiencies 
requires critical appraisal by obstetri- 
cians, according to conclusions of a 
team of scientists who studied dietary 
intakes of more than two thousand preg- 
nant women, evaluating health and nu- 
tritional status of mothers and infants. 

Among 404 pregnant women on mar- 
ginal diets, incidence of prematurity 
was found to be greater among those 
whose nutrient intakes were lowest. Of 
227 mothers whose diets were rated best, 


4 per cent of the infants were premature. 
Of 177 mothers whose diets were rated 
poorest, 9.6 per cent of the infants were 
premature. The diets of these women 
were particularly low in calcium be- 
cause of a low milk intake. 

Four cups of milk each day during 
pregnancy ... and six cups during lac- 
tation ... to drink . . used in food prep- 
aration .. . as cheese or ice cream... 
will provide most of the calcium needs 
of these reproductive periods .. . and 
generous quantities of high quality pro- 
tein and other essential nutrients. 

In planning meals for the mother-to- 
be, milk and milk products are founda- 
tion foods for good eating and good 
health. 


This Advertisement is One of a Series, Reprints are Available Upon Request 


This information is reproduced in the interest in good nutrition and health 
by the Dairy Council Units in North Carolina. 


Durham-Burlington-Raleigh 
310 Health Center Bldg. 
Durham, N. C. 


Winston-Salem 
106 N. Cherry St. 
Winston-Salem, N. C. 


High Point-Greensboro 
105 Piedmont Bldg. 
Greensboro, N. C. 
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sustained release 
capsules 


meprobamate (Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose*interruption 


“The administration of meprobamate in 
1.Meprobamate is more widely prescribed than any sustained action f orm [M eprospan | produced 
other tranquilizer. Source: Independent research a more uniform and sustained action ae 


organization; name on request. 


z 2 Baird, H. W., lil: A comparison of Meprospan these capsules offer effectiveness at 


d action meprobamate capsule) with other 


q.12 h. 


tranquilizing and reduced dosage.’” 
Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 
Literature and samples on request. "WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown® 


*TRADE-MARK  CME-7326 


Internet.” or ted, fos 1699586, Sept. 19 — 
ticns involving depression. M. ann. Ddetrict ef Columty ‘the 
y prot and other smecle relaxants ip dne to 4 tic 
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AMES 
—— 66-year-old man with early diabetes 


TM. i 
CLI N QU ICK man with pseudodiabetes 


CLINICAL BRIEFS : following gastric resection 
FOR MODERN PRACTICE *Constam, G. R.: Northwest Med. 56:919, 1957. 


besides diabetes, what diseases may cause 


symptoms of polyuria, polydipsia, increased 
fatigability and loss of weight? 


Various renal diseases with isosthenuria, portal obstruction, functional 
dipsomania, hyperparathyroidism, acromegaly, primary aldostero- 
nism, chronic mercury poisoning, hypervitaminoses A or D, Hand- 
Schiiller-Christian lipoidosis, fructosuria, pentosuria and sucrosuria.* 


COLOR-CALIBRATED CLINITEST® 


Reagent Tablets 


the STANDARDIZED urine-sugar test for reliable quantitative estimations 


¢ full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

* standard blue-to-orange spectrum long familiar to diabetics 
* unvarying, laboratory-controlled color scale 


/\) AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


| 
Glucose Tolerance Test* iy 
280 
260 n 
ao} 
20} 
200; 
180] 
Blood ‘ \ 
(mg. %) 140} 
120 
100 
80 
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NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets AX shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
thro! tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 

“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G.E., and Koretsky,S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Van.) 1958. 


- ‘Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


4 
4 
3 
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for “the butterfly stomach” 


Pavatrine’ with Phenobarbital 


125 mg. 15mg. 


eisan effective dual antispasmodic 


e combining musculotropic and neurotropic action 
| with mild central nervous system sedation. 


~ 


- sosone one tablet before each meal and at bedtime. SEARLE 


PROFESSIONAL 
PERSONAL 
PROPERTY 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR 


COMMUNITY AS CLOSE AS YOUR PHONE © 


Cherlette, Mesth Corline HOME OFFICE: 111 WEST FIFTH ST., ST. PAUL, MINN. 


EDison 2-1633 
SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmple 4-7458 


FIRE an, for your complete insurance needs...— 
AY 
| 
% N ‘ Fy 
w 
| 


TAKE A NEW LOOK AT FOOD 
ALLERGENS*-TAKE A LOOK 
AT NEW DIMETANE=E 


In a recent 140-patient study’ DIMETANE gave “more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5, of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
(PARABROMDYLAMINE 


mine effects daylong or nightlong for 10-12 hours, Tablets 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) 
may be prescribed t.i.d. or q.id., or as supple- Wigummim 

mentary dosage to Extentabs in acute allergic 4 
situations. A. H. ROBINS CO., INC., Richmond 


20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 


| 
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USE 
POLYSPORIN 


POLYMYXIN B—BACITRACIN OINTMENT 


@ 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


Brat BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ¥, 


WHY 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 
Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYER® 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


~ 
drink in all the we 4 
REG. U.S. PAT. OFF, 
 pelease fro 
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How to live comfortably, Hy 
low 


with no money at all... 


Perhaps, on a South Sea Island, you could live . . . even live comfortably, 
without any money at all. Whether well or sick or disabled, there would 
be no need for cash. 


Here in the good old U. S. A., it’s an entirely different problem. And that 
is one of the worries peculiar to the Professional Man. If he becomes 
disabled by sickness or accident, his professional income usually stops. 
There’s no boss to keep him on the payroll; no 30-day sick leave; 
no Workmen’s Compensation, 


That’s why so many Doctors protect themselves against such financial 
disaster with Mutual of Omaha Accident and Health insurance. Ask about 
our PROFESSIONAL MEN’S PLAN, designed to meet the special problems 
of the Medical Profession. 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 


OF OMAHA 
| 
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Low 
Dosag 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.’ 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.* 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 
1 Gesehie, Bg. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie} 
*Reg. U.S. Pat, Off. 


4 
| Sulfamethoxypyridazine Lederie 
q 
3 J 
i 
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Faster rehabilitation in 


Joint inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 


agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simuitaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater theraveutic benefits and a shorter 
rehabilitation period than any single antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscle-relaxant 


action. When Involvement is only moderately 
severe or mild, MEPROLONE-1 may be indicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aiuminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
ties of 100). MEPROLONE-5—5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide geil (bottles of 30). 


Because muscles move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient. . « 


MERCK SHARP & DOHME piwision of MERCK & CO., INC., Philadelphia 1, Pa: Dp 


a 
tar 


Rheumatoid Arthritis 


Multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation, +» 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 


3) 
THE FIRST mepROBAMATE-PREONISO; one THERAPY 
b 
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in eath of these indications 
for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 “Syrup t.id. Adulte, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10,25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


| 
es you an 
ra benefit ~ 
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“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
bottles of 60 and 500. 
No. 881, PMB-400 
bottles of 60 and 500, 


Also available as 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES ° New York 16, New York . Montreal, Canada 


*'Premarin®"’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 


In clinic 


oflice 


Protection Against Loss of Income and hospital 


from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


the Birtcher 


MEGASON ULTRASOME 


ALL PHYSICIANS UNIT 
URGEONS 
pon is earning the respect of both operator and 
DENTISTS 

patient because of its consistently excellent 


COME 
performance, Ask us for demonstration. 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Carolina Surgical Supply Company 


217 DILLARD ST. 
DURHAM, N. C. 


706 TUCKER ST 
RALEIGH, N. C. 


XL'™X 
* 
, 
i] 
aif : 
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anatoriusn 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
AMES K. HALL, JR., M.D., Associa 
and recreational therapy—for nervous 
. CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 
For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
HospiraL ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 


L 
it 
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STOP 
CLIMBING 
STAIRS 


“Avoid | 


Heart Strain 
and Fatigue 
with a 
Home Elevator 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 
valids and older folks, with safe 
push-button controls. Uses or- 
dinary house current. Used in 
hundreds of nearby homes. Call 
or write today for free survey. 


ELEVATORS 
Freight & Passenger Elevators 


Greensboro, North Carolina 
Charlotte @ Raleigh 
Roanoke e Augusta e Greenville 


PROFESSIONAL 
MANAGEMENT 


BUSINESS CONSULTANTS 
TO THE MEDICAL PROFESSION 


AREA OFFICES 


CHARLOTTE, N. C. GEOFFREY H. SUTCLIFFE 

P.O. Box 4110 Vice-Pres. & Manager 

TEL: EMerson 6-0052 

LOUISBURG, N. C. GORDON D. ZEALAND 

P.O. Box 183 Vice-Pres. & Manager 

TEL: GYpsy 6-3572 

ASHEVILLE, N. C. JACK C. PETTEE 

Doctors’ Office Bldg. Vice-Pres. & Manager 

TEL: Alpine 3-1483 LANKFORD M. STOREY 
Asst. Manager 

SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 

P.O. Box 818 Manager 

TEL: OXford 2-2101 GARLAND A. PIERCE 
Asst. Manager 

GREENSBORO, N. C. RUDOLPH M. THOMAS 

P.O. Box 601 Asst. Manager 

TEL: BRoadway 5-6764 


HOME OFFICE 


SOUTHERN PINES, N. C. HORACE COTTON 
P.O. Box 818 President & Exec. Director 
TEL: OXford 2-2101 


An Affiliate of Black & Skaggs Associates, Inc. 


Of special 


significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 


Davies, Rose 
Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


| 
| 
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@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 
~~ Therapy @ Supervised Sports @ Religious Services 

Plus... 

Your patients spend many hours daily in healthful out- 


i door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
} | Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR 
Medical Director-—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director_-WalterH. Wellborn, Jr., M.D. 


Peter J.Spoto,M.D. ZackRuss,Jr.,M.D. ArturoG.Gonzalez,M.D. 
TARPON SPRINGS FLORIDA 


ON THE GULF OF MEXICO s.c. Werson, M.D. RB. E. Phillips, M.D. W. H. Bailey, M.D. 


Phone: Victor 2-1811 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, ps)- 
chotherapy, occupational and recreational therapy—for rervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional! rehabilitation. 


bens # vt fh nail CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 

resident care. 

R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


LU 


“Even in double the usual dosage, 
[Miltown] produces no behavioral toxicity 
in our subjects as measured by our 
tests of driving, steadiness, and vision.” 


Relieves anxiety, tension and muscle spasm 


in everyday practice M 4 4 
® with unexcelled safety ilt Own»n. 


meprobamate (Wallace) 


® without impairing 


Usual Dosage: 
One or two 
400 mg. tablets t.i.d. 


Supplied: 


400 mg. 
scored tablets, 
200 mg. 
sugar-coated 
tablets, 


bottles of 50. 

*Marquis, D. G., Kelly, E. L., 
Miller, J. G., Gerard, R. W. 
and Rapoport, A.: 

Ann. New York Acad. 
Se. 67: 701, May 9, 1957. 


autonomic function WALLACT LABORATORIES, New Brunswick, N. J. 


— 


The ideal cerebral tonic 
and stimulant for the aged. 


from confusion 
to a normal 


behavior pattern 


NICOZOL relieves mental confusion and ab- 
normal behavior patternsin yoursenile patients. 


NICOZOL therapy will enable your senile 
patients to live fuller, more useful lives. 


Mildy confused senile patients may be rehabil- 
itated from public and private institutions and 
cared for in the home by sustained treatment 


with the NICOZOL formula.!.2,% 


1. Levy, S., 7.A.M.A.,153:1260,1953 
2. Thompson L., Procter, R., 

North Carolina M. 7., 15:596,1954 
3. Thompson, L., Procter, R., 
Clin. Med. 3:325,1956 


Write for professional sample and literature 


DRUG 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful 
contains: 

Pentylenetetrazol..... 100 mg. 
Nicotinic Acid........ 50 mg. 


DRUG SPECIALTIES, INC. 


Specialties WINSTON-SALEM N.C. 


. 
wife 

if 
‘ 
| 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
NORTH CAROLINA 


July, 1958 


ASHEVILLE 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
and alcohol habituation, 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. RAY GRIFFIN, JR., M.D. MARK A, GRIFFIN, SR., M.D. 
MARK A. GRIFFIN, JR., M.D. 


ROBERT A. GRIFFIN, M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


rote 


SOO 
SSS 
STAFF 


James P. King, M.D., Director 
James K. Morrow, M.D. Daniel D. Chiles, M.D. 
James L. Chitwood, M.D. 


Thomas E. Painter, M.D. 
Clara K. Dickinson, M.D. Medical Consultant 


Don Phillips 


Clinical Psychology: 
Ph. D. Administrator 


Thomas C. Camp, 
Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 


525 Bland St., Bluefield, W. Va. 207 McCreery St. 
Beckley, W. Va. 


David M. Wayne, M.D. 
W. E. Wilkinson, M.D. 
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THE special world your little one lives in is only as secure as you make 
it. Security begins with saving. And there is no better way to save than with 
U.S. Savings Bonds. Safe—your interest and principal, up to any amount, guar- 
anteed by the Government. Sound—Bonds now pay 3%% when held to maturity. 
Systematic—when you buy regularly through your bank or the Payroll Savings 
Plan. It’s so convienient and so wise—why not start your Savings Bonds program 
today? Make life more secure for someone you love. 


The U.S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers of America. 
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Foe 
HAY FEVER, 


COLDS, 
SINUSITIS 


A physiologically balanced formulation of 
“three well known and widely used compounds: DELIVERS FINE EVEN SPRAY 
LEAKPROOF 
Synephrine® HCI, 0.5% 
dependable decongestant 
fadil? HCI, 0.1% 
phiran® Cl, 1:5000 
wetting-agent and 
antibacterial 


( Svpplied in 
LABORATORIES » NEW YORK 16. Epray bottle 
j conidining 20 cc: 


’ TZ, Neo-Synephrine (brand of phenylephrine), Thenfadil 
‘brand of thenyldiomine) and Zephiran (brand of benzolkonium 


— 
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Out-Patient Clinic 
THE : And Hospital For Rehabilitation Of 
KEELEY The ALCOHOLIC 


A. F. Fortune, MD: Medical Director 7 
3 N S T | T U T E Ben F. Fortune, MD: Associate Medical Director 


1. . MD: Consultant in Psych 
447 W. Washington Si. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, In-patients are accepted in state, of acute 
NORTH CAROLINA alcoholism. No waiting period required. — 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS DR. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 
Dr. ROBERT K. WILLIAMS 


FOR 
Th EXCEPTIONAL 
ompson CHILDREN 
Homestead Year-round private 
home and school for 
School infants, children and 


adults on pleasant 
250 acre farm near Charlottesville. 


< 
Write for booklet. 
Mrs. J. Bascom THOMPSON, Principal ? 


FREE UNION VIRGINIA 


| 
YOUR 
= 
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E. H. E. TAYLOR, M. D. 


alcoholism and drug addiction. 


tion and treatment. 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climate is mild and invigorating at all 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 


J. TAYLOR VERNON, M. D 


both 


provide 
potent 
corticosteroid 


therapy... 


PARACORT 


PREDNISONE, PARKE-DAVIS | 
times the activity 


hydrocortisone 


supplied: PARACORT and PARACORTOL are available as 5-mg. 
and 2.5-mg. scored tablets; bottles of 30, 100, and 1,000. 


= |B)? PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


REDNISOLONE, PARKE-DAVIS 
cortisone 


TRADEMARK 


A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: “Compazine’ 
Spansule? capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


fly 
ft an | 
£ 


